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INSURING BRIGHT FUTURES: IMPROVING 
ACCESS TO DENTAL CARE AND PROVIDING 
A HEALTHY START FOR CHILDREN 


TUESDAY, MARCH 27, 2007 

House of Representatives, 

Subcommittee on Health, 
Committee on Energy and Commerce, 

Washington, DC. 

The subcommittee met, pursuant to call, at 10:10 a.m., in room 
2123 of the Rayburn House Office Building, Hon. Frank Pallone, 
Jr. (chairman) presiding. 

Members present: Representatives Towns, Green, DeGette, 
Capps, Allen, Baldwin, Engel, Solis, Hooley, Matheson, Deal, Mur- 
phy, Burgess, Blackburn and Wilson. 

Staff present: Elizabeth Ertel, Yvette Fontenot, Brin Frazier, 
Amy Hall, Christie Houlihan, Bridgett Taylor, Lauren Bloomberg, 
and Robert Clark. 

OPENING STATEMENT OF HON. FRANK PALLONE JR., A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW JER- 
SEY 

Mr. Pallone. I want to call the subcommittee to order. 

Today we are having a hearing on “Insuring Bright Futures: Im- 
proving Access to Dental Care and Providing a Healthy Start for 
Children.” I now would recognize myself for an opening statement. 

I would like to thank our witnesses for appearing before the sub- 
committee today and I am certain that we will learn much from 
your expertise. Today’s hearing was brought about after a 12-year- 
old Maryland boy lost his life because he was unable to access the 
dental care he needed to treat an abscessed tooth. What started out 
as a simple toothache quickly developed into a far worse problem 
that cut the boy’s life far too short. When news of this tragedy 
spread throughout the country, many people were shocked. It was 
unimaginable to think that something as minor as a toothache 
could have such dire consequences. 

Indeed, for most of us, we take for granted the convenience of 
going to see a dentist, but the truth of the matter is, for millions 
of Americans, proper dental care is often out of reach and sadly, 
most of those people are children. Indeed, the truly frightening 
thing about Diamonte Driver’s death is the number of American 
children who are at risk of a similar fate. The problem of poor oral 
health is nationwide and impacts millions of children. There has al- 
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ready been another boy in Mississippi who died because of delayed 
dental care. 

Now, the question is: just how big is this problem? Statistics 
show that chronic infectious disease that causes cavities remains 
second only to the common cold in terms of prevalence in children. 
Unlike a cold, however, tooth decay does not go away; it only gets 
worse. Pain from untreated dental disease can make it difficult for 
children to eat, sleep, pay attention in school, and it can affect 
their self-esteem. Poor children are more than twice as likely to 
have cavities than children who come from wealthier households. 
Medicaid is able to provide comprehensive dental care to many low- 
income children through its early periodic screening, diagnosis and 
treatment benefits. Similarly, many States provide dental benefits 
as part of their children’s health insurance programs, and I have 
no doubt that if it were not for these two programs, the problems 
that our children face in securing primary dental care would be ex- 
ponentially worse. 

But clearly, we need to do more. There are many children who 
are eligible for Medicaid or SCHIP who are not enrolled. That 
means that there are millions of children who should be receiving 
dental care but are not, and we need to invest more funds to im- 
prove enrollment in these important programs and provide the fi- 
nancial resources to ensure that they can access the benefits once 
they are enrolled. But there are many children who are not eligible 
for public health insurance programs who are unable to also re- 
ceive proper dental care. 

When I am home in New Jersey and I am visiting a community 
health center or a hospital clinic, I see firsthand how difficult it is 
for low-income families to obtain primary dental care. The commu- 
nity health centers that I talk to describe the difficulty they have 
in securing dentists to provide care to their patients, and I look for- 
ward to hearing from our witnesses about their recommendations 
on how Congress might be able to encourage dentists to provide 
care in many of these underserved communities. But the problem 
of access to dental care goes even further. For millions of Ameri- 
cans who have health insurance, dental benefits are often not in- 
cluded. Indeed, millions of families who obtain their health insur- 
ance from their employers do not have policies that cover dental 
care, leaving them with few places to seek care. 

I truly believe that we are seeing a crisis when it comes to dental 
care for kids but poor oral health is just the tip of the iceberg. It 
certainly is not the only health care problem affecting our Nation’s 
children. Obesity, for example. Obesity rates among adolescents 
have doubled in the past two decades and now affects 16 percent 
of children ages 16 to 19. When compared with other developed 
countries, it is very clear that our fragmented health system is fail- 
ing our children, and as a consequence, our children are suffering. 
The United States maintains higher rates of infant and child mor- 
tality, higher prevalence of asthma, and injuries and rapidly in- 
creasing rates of mental health problems with a limited ability to 
respond. Congress can and should do more to address these prob- 
lems. Unfortunately, over the years, the interest of our children 
has often taken a back seat to more politically powerful interests. 
Unfortunately, I think that it has been too easy for previous Con- 
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gresses to overlook the needs of our children simply because they 
lack the political voice that other groups might have, and that 
clearly needs to change. Our Nation’s children can no longer wait 
for Congress to act on this pressing health issue. The longer we 
wait, the more children we put at risk. 

A Nohel laureate and poet, Gabrielle Mistral, said, and I quote, 
“Many things we need can wait. The child cannot. Now is the time. 
His bones are being formed, his blood is being made, his mind is 
being developed. To him, we cannot say tomorrow. His name is 
today.” And I don’t know if it is proper but I will say that because 
this is so important, I have my own wife and children here today 
listening to the hearing, at least in the beginning, and I mention 
that only because I can relate to the problems that these kids face 
and it is one of the reasons that I am particularly interested in it 
because I have children of my own. 

So with that, I will yield back my time and recognize the ranking 
member, Mr. Deal, for an opening statement. 

OPENING STATEMENT OF HON. NATHAN DEAL, A REPRESENT- 
ATIVE IN CONGRESS FROM THE STATE OF GEORGIA 

Mr. Deal. Thank you, Mr. Chairman, and welcome to our panel- 
ists and to our guests, and I am pleased to see Mr. Pallone’s family 
here too and I see at least one set of braces over there so he is con- 
tributing to the industry, I might add. 

I understand we have some special guests in our audience today, 
Mr. Chairman, some members of the American Dental Association. 
If it would be appropriate, I would like to see them if they would 
raise their hands, please. Don’t be bashful. Oh, there they are. Oh, 
they are everywhere. I thought they were a bigger crowd than that. 
Well, let me thank you for being here. Certainly this is an impor- 
tant component of addressing the future needs of dental services in 
our country. My State, I am told, that we have about 240 dentists 
every year who are retiring and we are only graduating about 60, 
as I understand it, from our dental schools. So it is important for 
you to continue in your educational pursuits, and we thank you for 
coming today. 

Our hearing today is an essential element of focusing on essen- 
tial elements of children’s care and that is their dental care, and 
I would thank our witnesses and I look forward to their testimony. 
Our witnesses, I am sure, today will tell us that there are a num- 
ber of barriers to proper oral health care despite the fact that all 
States must provide dental services as a part of their Medicaid pro- 
grams and every State with an SCHIP program includes dental 
benefits. It seems that the impediments to adequate coverage in 
the public programs exist not necessarily because the benefit does 
not exist. For instance, many dentists choose not to participate in 
the public programs. In 2000, only about a quarter, 26.3 percent, 
of dentists participated in the Medicaid program. Also in my con- 
versations with dentists, many cite the overwhelming administra- 
tive burden of providing services through the public programs. I be- 
lieve it is shortsighted to point only to reimbursement levels when 
dentists will choose to provide their services on a pro bono basis 
rather than participate in the public programs. Moreover, many 
people do not recognize the importance of oral health and simply 
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fail to take advantage of the benefits that are available to them. 
This is true for both individuals covered by private and public in- 
surance. Dental services are certainly an important component of 
health care coverage but encouraging individuals to take advantage 
of provided benefits seems equally important. At some point, people 
must take responsibility for their oral health on a regular basis. 

I am afraid that many in our committee have an interest in cre- 
ating mandates with SCHIP like the dental benefit in Medicaid 
which would make it more difficult for States to provide health cov- 
erage appropriate to the needs and conditions of the individual 
States. The Governors’ frequent frustration with the rigid structure 
of the Medicaid program helped inform the steps we took in the 
Deficit Reduction Act to provide benefit flexibility to the States in 
Medicaid. This flexibility allows Governors to design effective pro- 
grams which meet the specific needs of their State. Dr. Scheppach 
will tell us how the flexibility of the SCHIP program contributes 
significantly to its success. I fear that if we remove the flexibility 
of SCHIP, we will seriously hamper the States’ ability to design in- 
novative health care reform proposals to cover their uninsured. 

In these discussions about SCHIP and Medicaid, it is also too 
easy to lose sight of the role played by free clinics, health centers 
and collaborations like the Health Access Initiative in my home- 
town, and we will have a speaker on the next panel to talk about 
it. These organizations provide an effective way to bring health 
care to the uninsured. For instance, in the case of dental care, den- 
tists who may want to avoid the administrative burden of the Fed- 
eral programs but still want to help meet the needs of their local 
community could volunteer their time at a clinic. I hope the com- 
mittee will spend time examining ways to make these initiatives 
and institutions more effective, perhaps through liability reform or 
even providing a tax deduction to physicians who provide their 
services for free in a clinic setting. 

I look forward to the testimony of the witnesses today and to 
their insights into this very distinct and unique problem, and I am 
sure that we will be informed by your testimony. Thank you for 
being here. 

Thank you, Mr. Chairman. 

Mr. Pallone. Thank you, Mr. Deal. 

I now recognize our vice chair, Mr. Green from Texas. 

OPENING STATEMENT OF HON. GENE GREEN, A 
REPRESENTATIVE IN CONGRESS FROM THE STATE OF TEXAS 

Mr. Green. Thank you, Mr. Chairman, for holding this hearing 
on access to dental care for our Nation’s children. 

I am glad that one of our early hearings on access issues will 
highlight dental care because it is such an important component of 
children’s health care. Tooth decay remains the most prevalent 
chronic health care condition faced by our children today, which is 
why dental issues should be part of our discussion involving in- 
creased access to health care. A lack of access to dental care is no 
different from other health care since the effect of inaction is the 
same. Without preventive dental care, dental problems are often 
left untreated until they reach emergency proportions and the pa- 
tient arrives in the hospital emergency room with a condition that 
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could have been treated earlier and at much lower cost. In fact, 
Medicaid statistics show that the cost of managed dental problems 
through preventive dental care is 10 times less costly than inpa- 
tient dental treatment in hospital ERs. Despite the obvious benefit 
of preventive dental care, we have serious uninsured problems with 
dental benefits that restrict access to care. In fact, for every child 
who goes without health insurance, there are three children who 
lack dental insurance. This discrepancy leaves children without in- 
surance being five times as likely to have unmet dental needs than 
their classmates who have insurance. 

Unfortunately, Congress contributed to this disparate treatment 
of dental and health insurance when it created the State Children’s 
Health Insurance Program in 1997. While States that use SCHIP 
dollars to expand their Medicaid programs had to include the full 
range of dental benefits provided to the traditional Medicaid popu- 
lation, Congress made the dental benefit optional for States like 
Texas, who have separate SCHIP programs. The result, when fund- 
ing got tight and State legislators got a little uncomfortable about 
balanced budgets, the SCHIP dental benefit found itself on the 
chopping block and I am sorry to say that is exactly what the 
Texas Legislature did in 2003 when it was the first State in the 
country to eliminate the SCHIP program’s dental benefit. I under- 
stand the State of Georgia is considering a similar tactic and I as- 
sure my friends in Georgia that the elimination of this critical ben- 
efit is a misguided health policy. In fact, we may have an amend- 
ment we might call the Charlie Norwood amendment since Dr. 
Norwood served on our committee a very long time and passed 
away recently and was a dentist in Georgia. 

In Texas, public outrage over SCHIP dental policy and other cuts 
led the State legislature to restore the benefit in 2005. Unfortu- 
nately, the Texas children got only half a loaf with the Texas 
SCHIP program imposing $175 annual cap on preventive and diag- 
nostic services and a $400 cap per enrolled child on therapeutic 
services like tooth extractions and root canals. Despite being 
passed in 2005, the benefit only became available to Texas children 
in the beginning of April 2006, meaning that too many of the 
300,0000 Texas children that remain on SCHIP rolls went far too 
long without dental checkups and preventive services. 

The recent news of the 12-year-old child in Maryland who died 
tragically and needlessly from complications of untreated dental in- 
fection sheds an unmistakable light on our children’s needs for in- 
creased access to dental care. Sadly, the problem is not limited to 
Maryland. In fact, 46 counties out of our 254 in my State of Texas 
do not have a practicing dentist. Without access to dental care, the 
children living in these counties and similar communities through- 
out the country have little more than hope to ensure that their 
dental health does not deteriorate into irreversible health prob- 
lems. 

I want to thank the chairman for drawing attention to this as we 
focus on improving access to health care and specifically the SCHIP 
reauthorization. I hope that we will take the opportunity to address 
the dental needs of our children and do everything possible to in- 
crease their access to critical dental care, and again, I thank our 
witnesses on our two panels today, and I yield back my time. 
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Mr. Pallone. Thank you, Mr. Green. 

I recognize the gentlewoman from Tennessee, Mrs. Blackburn. 

OPENING STATEMENT OF HON. MARSHA BLACKBURN, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF TEN- 
NESSEE 

Mrs. Blackburn. I thank the chairman for holding this hearing 
today and I want to extend my welcome to your family. Also, I ap- 
preciate the panel that is before us. I am delighted that we have 
a diverse panel of witnesses who have assembled for us today. 

I think we all agree that lack of access and lack of knowledge of 
how to use that access when it comes to dental health services for 
children is a serious problem. It is also a frustrating problem and 
it is one that could be remedied and should be remedied with some 
commonsense, practical solutions. We all know the Centers for Dis- 
ease Control numbers that nearly 25 percent of our children under 
age 5 are affected by dental decay and half of our children age 12 
to 15 are affected. We know that low-income children are the hard- 
est hit and that about half of those 6 to 19 have untreated decay, 
absolutely phenomenal numbers when you think about this being 
2007. We also know that these untreated cavities can cause pain, 
dysfunction, absence from school, underweight, poor appearance, 
all items that greatly affect a child’s ability to be successful in their 
current life and in their future life, and these facts are disturbing 
to all of us. 

At a time when we are shifting from responsive medicine to pre- 
ventative medicine, there is no excuse for allowing the problem to 
continue. We all had grandmothers who would quote to us, “an 
ounce of prevention is worth a pound of cure.” We should apply this 
to the problem of children’s dental health. Not only is proper oral 
care common sense, it is also extremely cost-effective and provides 
significant savings of health care dollars during an individual’s en- 
tire lifetime. 

I am looking forward to hearing the testimony today and working 
with all of you on how we can best address the situation, how we 
consider SCHIP, how we allow States flexibility, and how we con- 
tinue and allow health care innovation. I am looking forward to a 
thoughtful consideration of the options before us. 

I yield back. 

Mr. Pallone. Thank you. 

I recognize the gentlewoman from Colorado, Ms. DeGette. 

OPENING STATEMENT OF HON. DIANA DEGETTE, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF COLO- 
RADO 

Ms. DeGette. Thank you, Mr. Chairman. I would ask unani- 
mous consent to put my full statement in the record and simply 
point out that as we consider the need for dental coverage for chil- 
dren, we also need to think about the need for more dental provid- 
ers to give those children care. 

The title VII primary medicine and dentistry cluster plays a criti- 
cal role in our Nation’s health care safety net. Programs supported 
by title VII produce an essential pipeline for a number of essential 
medical providers, general and pediatric dentists who go on to work 
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in community health centers, rural health clinics, inner city urban 
clinics, hospitals and dental school clinics, exactly the providers 
that serve the populations we are talking about today. These are 
the places where the SCHIP kids are enrolled and other indigent 
kids who don’t have any other recourse to dental care. Funding for 
all of title VII has been drastically cut in the last few years, which 
severely constricts our pipeline for dentists. I hope the witnesses 
today will talk with us about the challenges faced in States to meet 
the demand for dentists, because if we don’t have dentists, it is 
going to be hard to see how we can give all of our kids dental care. 

One other issue I want to mention, as we look at the reauthoriza- 
tion of SCHIP, we need to examine, as Mr. Pallone says, the holis- 
tic needs of the child, not just the dentistry, not just the medical 
needs, but we also need to look at mental health for the kids and 
I think that is widely underestimated. I also serve on the Oversight 
and Investigation Subcommittee which had a hearing last week 
about the medical infrastructure of New Orleans and trying to re- 
build after Hurricane Katrina. Over and over again, we heard from 
providers in community health centers about the unbelievable need 
for mental health services. This is particularly true for children 
who have lost everything, who are depressed and who in many 
cases have suffered post-traumatic stress disorder yet while we 
know the need for mental health care services is severe in the hur- 
ricane-affected regions, the need is no less acute for other children 
around the country. Many face mental and behavioral health prob- 
lems as well as developmental disabilities that require extensive 
care and that is care that they are currently unable to afford. I 
know the primary purpose of this hearing is dentistry but on the 
second panel we have witnesses who can help us talk about these 
other challenges for children and how we can use SCHIP more ef- 
fectively to address their needs. 

Mr. Chairman, reauthorization of SCHIP is of paramount impor- 
tance both to myself and to this committee in the next few months. 
As we do so though, we need to make sure that we carefully con- 
sider all of the health needs of those children and how we can best 
meet them. 

I yield back the balance of my time. 

[The prepared statement of Ms. DeGette follows:] 

Prepared Statement of Hon. Diana DeGette, a Representative in Congress 
FROM THE State of Colorado 

Mr. Chairman, thank you for calling this hearing today. As we prepare to reau- 
thorize the State Children’s Health Insurance Program (SCHIP) it is critical that 
we ensure that the benefits provided through this program effectively meet the 
health care needs of the children enrolled. 

As we have all heard, two young boys — one in Maryland, one in Mississippi — re- 
cently lost their lives when an infection from an abscess tooth spread into their 
blood. In both cases, each boy lacked health insurance with dental coverage. Instead 
of a minor procedure in a dentist’s office, the boys were rushed to the emergency 
room, underwent extensive surgery, and eventually died. In the case of the boy in 
Maryland, $250,000 worth of care was spent to keep him alive. Covering this boy 
in SCHIP with proper dental coverage would have prevented this from occurring. 

As we consider the need for dental coverage for children, I hope that we can also 
discuss the need for more dental providers to give care. The Title VII Primary Medi- 
cine and Dentistry cluster plays a critical role in our Nation’s health care safety net. 
Programs supported by title VII produce an essential pipeline for a number of essen- 
tial medical providers, general and pediatric dentists who go on to work in commu- 
nity health centers, rural health clinics, inner city urban clinics, hospitals and den- 
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tal school clinics. These are the very places that provide much of the dental care 
to those children enrolled in SCHIP. Funding for all of title VII has heen drastically 
cut in recent years, severely constricting our pipeline for dentists. I hope that our 
witnesses will he able to share with us today the challenges faced in states to meet 
the demand for dentists. 

Mr. Chairman, in addition to the Health Subcommittee, I also serve on the Over- 
sight and Investigations Subcommittee. We recently held a hearing about rebuilding 
the medical infrastructure of New Orleans after Hurricane Katrina. Over and over 
again, we heard from providers in community health centers about the need for 
mental health care services. This is particularly true for children, who have lost ev- 
erything, who are depressed, and in many cases have post-traumatic stress disorder. 
Yet, while we know the need for mental health care services is severe in the hurri- 
cane affected regions, the need is no less acute for some children throughout the 
country. Many face mental and behavioral health problems, as well as develop- 
mental disabilities, that require extensive care — care that they are currently unable 
to afford. I look forward to hearing from the witnesses on our second panel today 
about the need to help children with these challenges and ideas about how we can 
use SCHIP more effectively to address their needs. 

Mr. Chairman, reauthorization of SCHIP is certainly of paramount importance 
during the next several months. However, as we do so we need to make sure that 
we carefully consider all of the health care needs of those who are and will be cov- 
ered. 

I yield back the balance of my time. 


Mr. Pallone. Thank you, and if I could just mention, as you 
know, the supplemental has I guess about $730 million for SCHIP 
for the rest of this fiscal year and the budget that came out of com- 
mittee has a $50 billion reserve fund for the next 5 years, and 
when we come back after the break, we will start the process of re- 
authorizing SCHIP. So I just want all of you to know that we are 
on top of that, and through all your help, through all the members 
of the committee. 

Dr. Burgess. 

OPENING STATEMENT OF HON. MICHAEL C. BURGESS, A 
REPRESENTATIVE IN CONGRESS FROM THE STATE OF TEXAS 

Mr. Burgess. Thank you, Mr. Chairman. 

I want to thank my friend from Texas, Mr. Green, for invoking 
the spirit of Charlie Norwood, certainly the dental conscience of our 
committee. Charlie was a tireless advocate for improved health 
care in the United States. He was a tireless advocate for making 
the system work for everyone for whom it was supposed to work, 
and Charlie of course was famous for being a straight talker, and 
in fact today I hope that we can all engage in a little straight talk 
about this problem because the Maryland case of about a month 
ago is why we are here today. That tragic story has called attention 
to the fact that the system failed a family multiple times, and the 
question before us today is, what do we do about it. 

Congress is reauthorizing the SCHIP program and we need to 
decide in which direction to take the program. Now, certainly we 
could mandate dental coverage under SCHIP but the fact is that 
several States already do offer at least some level of dental cov- 
erage. Seventy-three percent of federally qualified health centers 
offer children’s dental coverage. So the question is, is that some- 
what redundant? Certainly we could allocate more funding to 
SCHIP but there are some of us who believe that a return on in- 
vestment for additional funding is sometimes not what we would 
envision. We could have the Government take over the entire sys- 
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tern but the Government programs we already have in place face 
some serious issues. 

I would like to refer to a Washington Post article today that 
quotes a dentist, Aldred Williams. He is the lead dentist at Small 
Smiles, a district clinic that services Medicaid-qualified children 
and young adults. His quote is, “There are so many barriers to 
treating these kids covered by Medicaid including lower reimburse- 
ment rates and the bureaucracy. Private practices often end up 
paying out of pocket to cover the full cost of care.” That is why the 
penetration of private providers in this program are only at about 
17 percent. Doctors don’t want to see Medicaid patients because 
they don’t get paid fairly and we can’t seem to figure out how to 
pay for all the services we would like to see, so forgive me if I am 
skeptical that we will improve anything by expanding programs al- 
ready plagued by irreconcilable systemic problems. 

Instead, I believe we should actually address the underlying 
problems, so I am very interested in the ADA’s report on improving 
access to dental care. I would like to talk about improving Medicaid 
reimbursement, streamlining the bureaucracy and improving 
health literacy so that doctors and their patients can navigate the 
health care system without needing an advanced degree in medical 
administration or public health policy administration and so that 
doctors have an incentive to treat indigent patients heyond just the 
goodness of their hearts. I would like to hear more about the pub- 
lic-private partnership in Michigan and I would like to hear their 
thoughts on what has made it successful. I would like to hear their 
ideas for education and prevention so we can encourage Medicaid 
patients to actually get the care the program covers. 

As a physician, I have always tried to make decisions based on 
what I would want for myself and for my family, and were I home- 
less and were my family homeless, I would want Medicaid and 
SCHIP to work and work effectively and work properly but I also 
wouldn’t want to be on it for the rest of my life. I would want the 
safety net to function as a safety net instead of staying on a 
minimalist Government program that always falls just short of 
what was really intended. I would want the knowledge and edu- 
cation that allowed me to navigate the system and make my own 
appropriate decisions for myself and my children and I would want 
the power to determine my own fate and the power to change the 
situation. 

Mr. Chairman, you have been very kind in letting me go over but 
that is what I would be interested in hearing our panel address 
today, and I will yield back the balance of my time. 

Mr. Pallone. Thank you. Doctor. 

I next recognize for an opening statement the gentlewoman from 
California, Mrs. Capps. 

OPENING STATEMENT OF HON. LOIS CAPPS, A REPRESENTA- 
TIVE IN CONGRESS FROM THE STATE OF CALIFORNIA 

Mrs. Capps. Thank you. Chairman Pallone, and welcome to your 
children and good testimony to the topic at hand today. 

I am very pleased that we are here to discuss the importance of 
providing children with an early healthy start to their lives. For me 
it is an issue I have dedicated my whole life to as a public health 
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nurse, a school nurse, for 20 years and now as a public servant, 
and I waited a long time ever since being in Congress for this hear- 
ing today. We are going to have the opportunity to focus on two 
areas of health care too often overlooked but so critically important 
to ensuring the health of children. 

Again, I will just mention the name Diamonte Driver, a tragic re- 
minder of our duty to protect and preserve children’s health. Unfor- 
tunately, there are many Diamontes in classrooms today with ab- 
scesses in their teeth across this country. I think it is nothing short 
of a miracle that more of them don’t end up with involving their 
brain, a stark reminder of the consequences of failing to provide ac- 
cess to preventive health care so cost effective, so important in its 
results including dental and mental health care. I have been advo- 
cating, as I said, for improved children’s dental health for years. 
Children are already vulnerable as a group but children from low- 
income households are particularly vulnerable. Every school in the 
country today when a child comes with a swollen jaw and can’t eat, 
can’t study, somebody in the school is going to scramble around try- 
ing to find some pro bono care, trying to find a provider, and that 
is health care in our country today. These low-income children are 
twice as likely to suffer from dental caries than children from high- 
er income families because they are more likely to lack access to 
dental health care. 

In my district, there is a wonderful nonprofit organization that 
provides a well-run mobile dental clinic to many of the migrant 
families in my area. Ironically, it is a nonprofit organization de- 
signed to provide medical services to Third World countries. They 
find lots of people to assist right in my backyard. 

A few years ago I was honored, it has been mentioned already, 
to introduce the Children’s Dental Health Preservation Act with 
our late colleague, Charlie Norwood, a bill seeking to identify chil- 
dren at risk for developing cavities as well as to train health care 
professionals, already been referred to, to educate patients on the 
importance of preventive health care, dental care, and I think it 
would be a fitting memorial to our colleague to name this legisla- 
tion that I hope will result for him. And with SCHIP reauthoriza- 
tion covering the uninsured at the forefront of this committee, I am 
hopeful we can finally make progress. 

Of course, children’s mental health is equally as important. 
Again, I have seen so many children lagging behind their peers be- 
cause they are not afforded proper treatment or identification of be- 
havior problems which are really mental health issues. Not only 
are school nurses not equipped to provide comprehensive mental 
health services, there is a dire shortage of school nurses to identify 
and refer out and a dire shortage of places for young children to 
get the kind of treatment that early in life is so effective in chang- 
ing and responding to this situation. 

I hope our witnesses today will help provide us the tools to for- 
mulate the kind of policies that will put in place the best models 
of dental and mental health care for our children, and I yield back. 

Mr. Pallone. Thank you, Mrs. Capps. 

I recognize Mr. Murphy of Pennsylvania. 
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OPENING STATEMENT OF HON. TIM MURPHY, A REPRESENTA- 
TIVE IN CONGRESS FROM THE COMMONWEALTH OF PENN- 
SYLVANIA 

Mr. Murphy. Thank you, Mr. Chairman, and thank you for your 
leadership on making sure this issue is addressed by this commit- 
tee and Congress. 

We all know in the comments made so far we have talked about 
how preventive dental care reduces disease and risk before symp- 
toms appear, and I know even in my role as a psychologist, many 
times kids that I would be seeing, young children we would note 
as part of their medical concerns that many of them had dental 
problems that needed to be addressed and so too it was that I 
worked with families, helping them to search through the bureauc- 
racy to find ways of getting that care. Luckily, there are clinics 
around for children but many times families are not aware of this 
and they put off the care and we can see just how bad this can get 
on something we take for granted that can really lead to infections 
and to terrible tragedies. 

Of course, part of the problem is that many families don’t have 
a medical home and there doesn’t seem to be enough available den- 
tists as part of that. I would like to point out that one solution that 
I have offered is legislation that would help us expand children’s 
access to community health centers and free clinics, community 
health centers in particular which are nonprofit community-sup- 
ported health care providers who offer primary and preventive 
health care services to low-income, underinsured and uninsured 
families. There are a number of these in the country. Unfortu- 
nately, we need many more, but one of the problems is that there 
is just a vast shortage of many medical providers at these clinics, 
10 to 15 to 20 percent shortages of everyone from family physi- 
cians, OB/GYNs, pediatricians, et cetera. 

Now, one of the things that I know in working with dentists too 
is that many of them would love to have an opportunity even to 
volunteer some time. One fellow said to me, if I am going to offer 
pro bono work, I would like to do it at some other office or clinic 
where I can do that and give a day or two a month to do that. Un- 
fortunately, the way our bureaucracy is set up, that if someone 
works at a community health center, they are covered under the 
Federal Torts Claim Act. If they want to volunteer their time, they 
are not, and so what they find themselves dealing with is high 
medical malpractice insurance when all they wanted to do was give 
some of their time and help children in their community. So I in- 
troduced H.R. 1626, which is the Family Health Care Accessibility 
Act, which extends the Federal Tort Claims Act coverage to volun- 
teer doctors and dentists who want to volunteer at community 
health centers. I am hoping at some point this committee and sub- 
committee can take up those issues. 

But what is being pointed out, and I look forward to hearing 
some of the testimony today from the dental association, is just 
what is this wall of bureaucracy. I hear legends of pages and pages 
and pages that dentists have to fill out if they even want to work 
with children, and it comes to the point that the time demands of 
dealing with the bureaucracy is so much so that they see this as 
a problem and that is why reading the article in Maryland, there 
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are only a few hundred dentists out of the thousands which are 
available who actually work with Medicare. 

I look forward to hearing this information today, and again, 
thank you, Mr. Chairman, for your leadership on this. 

Mr. Pallone. Thank you. 

I recognize Mr. Allen of Maine. 

OPENING STATEMENT OF HON. TOM ALLEN, A 
REPRESENTATIVE IN CONGRESS FROM THE STATE OF MAINE 

Mr. Allen. Thank you, Mr. Chairman. Thank you for calling this 
hearing today to examine the critical issue of improving access to 
dental care and mental health services for America’s children. 

Dental decay is the most common chronic childhood disease but 
it is also the most preventable. We know that dental problems can 
have a profound impact on children’s ability to learn and advance 
in school. It can also hinder their ability to speak and eat. Left un- 
treated, it can lead to chronic disease and even death. 

I am pleased to support Chairman Dingell’s Children’s Health 
First Act which would expand and significantly increase funding 
for the SCRIP program. The lack of adequate access to dental care 
is particularly acute among children from low-income families. 
Therefore, the bill would require States to offer dental coverage 
under SCRIP in virtually all cases. It would also require the bene- 
fit to mirror the Medicaid early periodic screening, diagnosis and 
treatment benefit if a State designs its own SCRIP plan rather 
than simply expanding Medicaid to cover SCHIP children. States 
would be able to offer SCHIP dental coverage as a wraparound 
benefit to children who meet the income requirements but who 
have private medical coverage. 

Medicaid patients often don’t receive timely dental care because 
there are not enough dentists participating in the Medicaid pro- 
gram. In rural States like Maine, there is a severe shortage of oral 
health professionals, particularly pediatric dentists. Maine has ap- 
proximately 600 dentists but only 278 participate in the Medicaid 
program. Of these dentists, only nine are pediatric dentists. We 
need to strengthen the title VII health professions training pro- 
grams including the pediatric dentistry program. That program 
provides seed money for startup or expansion of pediatric dentistry 
residency programs that focus on underserved populations. Invest- 
ing in children’s oral health makes economic sense. For every dol- 
lar spent on preventive care, between $8 and $50 can be saved in 
emergency treatment. 

I want to commend the dentists, dental hygienists and other oral 
health professionals who volunteer their services and give free care 
to needy individuals, both children and adults. The ADA’s Give 
Kids a Smile Day and innovative State-based public-private part- 
nerships like No Cavities Maine, which reaches children and senior 
citizens through the YMCA, go a long way to improve access to 
dental services for low-income individuals. But as one dentist in 
Maine told me recently, it is not just about 1 day of service or one 
weekend of volunteering but a daily commitment to provide care 
for the needy. I want to thank you all for your service. 
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I look forward to hearing from our distinguished panel on ways 
we can improve children’s access to health care services, and with 
that, Mr. Chairman, I yield back. 

Mr. Pallone. Thank you. 

I recognize Mrs. Wilson of New Mexico. 

OPENING STATEMENT OF HON. HEATHER WILSON, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW MEX- 
ICO 

Mrs. Wilson. Thank you, Mr. Chairman. I appreciate your hold- 
ing this hearing today. 

In New Mexico, we have a very serious problem with access to 
dental care for our population as a whole but particular this is a 
significant problem with children, and particularly those who are 
low-income and uninsured in rural areas in Indian country, and it 
is something we have to address. It is something that I saw as a 
State official responsible for foster children. Sixty-four percent of 
third graders in New Mexico have tooth decay and 34 percent have 
untreated tooth decay. So in a classroom of 30 kids, 10 of them are 
having problems with their teeth. New Mexico ranks 49th among 
the States in dentists per capita and we have a similar shortage 
of dental hygienists. Part of our problem is that 21 percent of our 
population is eligible for Medicaid. Part of it is that we are a very 
rural State and it has been difficult to attract dentists to New Mex- 
ico. We also in the entire State of New Mexico, the fifth largest by 
land area State in the country, we do not have a school of den- 
tistry, so New Mexicans who want to become dentists go out of 
State and oftentimes we never see them come back. 

This problem is something I think we need to address system- 
ically, and unfortunately, our State government is not particularly 
interested in addressing this proWem. In the Department of 
Health, they don’t even have a dentist who is focused on oral 
health. 

I appreciate your having this hearing today so that we can look 
at innovative ways and look at the problem in its entirety of scope. 
It doesn’t matter if you have insurance or it is included under Med- 
icaid if you can’t find a dentist or if the dentist you can find won’t 
take Medicaid because the bureaucracy and the paperwork is such 
a terrible nightmare. We need to address these problems so that 
kids get access to care no matter where they live. 

Thank you, Mr. Chairman. 

Mr. Pallone. Thank you. 

I recognize next Ms. Solis of California. 

OPENING STATEMENT OF HON. HILDA L. SOLIS, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF CALIFOR- 
NIA 

Ms. Solis. Thank you, Mr. Chairman, and I want to also applaud 
you for having this very important hearing this morning. 

Oral health is closely linked to overall physical health and I be- 
lieve oral health has to be a big priority for us both at the local 
level, the State level and the Federal level and that is why I am 
glad we are having the hearing today. 
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The California Oral Health Needs Assessment revealed that 
three out of every 10 Californian third graders had untreated tooth 
decay. These numbers are particularly troublesome for children in 
minority and underrepresented communities. Latinos along with 
African-Americans and Native Americans have the poorest dental 
health of any racial group in the United States, and in California, 
the State that I represent. Latino kindergarteners were 2.4 times 
more likely to have untreated tooth decay than white children. 
Their oral health dramatically affects their ability to lead active 
lives. For example. Latino children are more likely to miss school 
due to oral health problems, and we are all aware of the problems 
associated with the lack of medical insurance yet the situation for 
dental coverage is equally important. For every child who lacks 
health insurance, approximately three children lack dental health 
care. In California, 25 percent of our children lack dental insur- 
ance, which decreases the likelihood that they will receive regular 
checkups and treatment. Low reimbursement rates add to the prob- 
lem for programs like Denti-Cal, the California dental Medicaid 
program, and the lack of providers willing to take on Medicaid pa- 
tients also poses a major obstacle to accessing dental care, and 
more and more families are unable to afford health insurance. 
Many of our children do not receive the proper health and dental 
care they deserve, and I hope that through SCRIP and Medicaid 
we will address the critical need for dental services and improve 
dental coverage overall. We must work closely with our schools and 
with our public health clinics to expand care so that our families 
are all served. 

In my district in California, the 32d, I worked very hard to part- 
ner with L.A. Unified in one of our middle schools to provide a den- 
tal clinic there to help provide wraparound services, mental health 
services and daily checkups, not just for the students attending the 
school but the outlying community that could also benefit from that 
help. I am also proud to say that one of our local clinics that was 
just reopened in the city of Azusa in L.A. County is now beginning 
to look at offering dental services for residents in Azusa who are 
primarily Latino, about 70 to 80 percent, and have incomes below 
$30,000. 

So I am pleased that we are having this discussion and debate 
and I also want to mention that the Congressional Hispanic Cau- 
cus, as task force chair during the past few years we were able to 
work closely with Univision, one of the major Spanish language 
networks, to create public awareness programs in Spanish to pro- 
vide briefings and better understanding about dental care and we 
did it in conjunction with the dental association. So I want to 
thank them for that. I look forward to your testimony today and 
look forward to seeing the expansion of dental care services for our 
children. 

Thank you. I yield back the balance. 

Mr. Pallone. Thank you. 

I now recognize Ms. Hooley of Oregon. 

OPENING STATEMENT OF HON. DARLENE HOOLEY, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF OREGON 

Ms. Hooley. Thank you, Mr. Chairman. 
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Like my colleagues, I was shocked and deeply saddened to hear 
about the death of 12-year-old Diamonte Driver. The death of a 
child is always a terrible event. However, Diamonte’s passing is 
particularly distressing because we know that his death could eas- 
ily have been prevented with low-cost dental care. Most Americans 
including myself were shocked that a child could die in the United 
States for want of such a basic dental service. 

While we should shine a light on the heart wrenching tragedy of 
Diamonte’s death, it is also important to remember that poor oral 
health has other consequences that are less severe but still det- 
rimental to a child’s well-being. As a former schoolteacher, I can at- 
test to the fact that a child’s toothache can have a very disruptive 
effect on the learning process. Not only is the child in pain, unable 
to learn, but a child in pain is often a disruptive force that ham- 
pers the ability of other children to focus and participate in class. 
That challenge to effective learning is unfortunately only part of 
the overall harm. In addition, more than 850,000 school days each 
year are missed by students because of dental-related illness. A 
child who is not in class obviously cannot learn. At a time when 
there is a strong emphasis on student achievement, I hope we can 
take an expansive view of what impacts learning. I think oral 
health is one of those factors that should get a lot more attention. 

The mental health problems of children often similarly do not re- 
ceive the focus that they warrant. Again from my years as a teach- 
er, I know that there is nothing more frustrating than seeing a 
child struggle who could flourish if he or she received appropriate 
mental health services. I look forward to discussing access issues 
resulting from the lack of mental health providers or too few par- 
ticipating providers. 

Mr. Chairman, again I thank you for holding this hearing on 
these very important but often unappreciated issues. Thank you. 

I yield back. 

Mr. Pallone. Thank you. 

The gentleman from Utah, Mr. Matheson. 

OPENING STATEMENT OF HON. JIM MATHESON, A 
REPRESENTATIVE IN CONGRESS FROM THE STATE OF UTAH 

Mr. Matheson. Thank you, Mr. Chairman. Thank you for hold- 
ing this hearing today. It is an issue that is very important to our 
national health care debate. Although I am saddened by the events 
that have brought us together, I feel we have an opportunity to 
honor the memories of these two boys by examining how our Na- 
tion’s uninsured children are accessing dental care. 

In my State, children without dental insurance receive most of 
their services in safety-net clinics such as community health cen- 
ters, donated dental services and primary children’s medical cen- 
ters. We have a program called the Utah Oral Health Program and 
it has completed an oral health survey of 6- to 8-year-old children 
in the fall of 2005. Of those surveyed, 25 percent indicated they 
had no dental insurance, 20 percent indicated they had not seen a 
dentist in the past year, and 10 percent indicated they needed den- 
tal care in the past year but could not get it. Of those surveyed, 
21 percent had obvious dental decay. These are troubling statistics 
and ones that we are working hard to address. 
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In an effort to educate Utahans on the importance and far-reach- 
ing impact of preventive dental care for children, we have been 
proactively promoting preventive oral health care throughout the 
State in a number of ways. For example, the statewide campaign 
by the Utah Dental Association emphasized the importance of the 
early diagnosis of oral cancer. The Baby Your Baby campaign in- 
cludes information on the relationship between periodontal disease 
and low birth weight pre-term births. In addition to the oral health 
program, the Utah Dental Association and the Utah Dental Hy- 
gienists Association have completed several activities throughout 
the State to promote the first dental visit for children by age 1 or 
within 6 months of the first tooth erupting. Outreach to Utahans 
has included visits to local dental societies, presentations to local 
health departments, presentations to conferences, newsletter arti- 
cles and brochures. That is a quick list of the outreach we try to 
do in our State. 

I mentioned to this committee before that my wife is a pediatric 
infectious disease doctor at the Primary Children’s Medical Center 
in Salt Lake. I have heard very much around the dinner table sto- 
ries about the importance of preventive care in terms of oral 
health. Access to care is such a critical issue for our country. I look 
forward to hearing the suggestions of the committee and the wit- 
nesses on identifying responsible ways to improve access to dental 
care for our kids. 

Mr. Chairman, I will yield back. 

Mr. Pallone. Thank you. 

Next is the gentleman from New York, Mr. Towns. 

OPENING STATEMENT OF HON. EDOLPHUS TOWNS, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW 

YORK 

Mr. Towns. Thank you very much, Mr. Chairman, for holding 
this hearing. I think this is a very important hearing. 

Eighty percent of all tooth decay is found in 25 percent of chil- 
dren. Despite the magnitude of need, dental coverage remains an 
optional benefit in SCHIP. All States have recognized that poor 
oral health affects children’s general health and have opted to 
make dental coverage an option. However, dental coverage is often 
the first benefit cut when States seek budgetary savings. I believe 
that Congress must stabilize access to dental care for children by 
establishing a Federal guarantee for dental coverage in SCHIP. 

In addition, the National Dental Association and the National 
Dental Hygienists Association, which represents African-American 
dentists and dental hygienists, believe we must substantially in- 
crease the number of minorities entering the field of dentistry and 
other allied oral health fields if we are to turn around the tragedy 
related to underserved communities and oral health. 

It is also time we stopped punishing parents with moderate in- 
comes whose children receive medical, but not dental, benefits 
through employer-sponsored health plans. Many of these parents 
and their children cannot afford dental coverage. We need to de- 
velop a dental wraparound benefit in SCHIP that allows these par- 
ents to purchase dental insurance if they meet other eligibility 
standards. It is time we commit ourselves to quality dental care for 
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all because it is less expensive to prevent advanced oral problems 
than to deal with them in an emergency room. I think Dr. 
Ellerman is right when she said that we must now begin to think 
of our children. They are 25 percent of the population but 100 per- 
cent of our future. I am sure that our witnesses this morning will 
be able to shed some light on the issue of dental care under SCHIP 
and that we will be able to do a much better job on behalf of our 
children. 

On that note, Mr. Chairman, I yield back. 

Mr. Pallone. Thank you. 

And our other gentleman from New York, Mr. Engel. 

Mr. Engel. Thank you, Mr. Chairman. When you said the gen- 
tleman from New York for Mr. Towns, I started to push my button. 

Mr. Towns. It would have been OK. 

OPENING STATEMENT OF HON. ELIOT L. ENGEL, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW 

YORK 

Mr. Engel. But I agree with everything Mr. Towns said, and I 
want to thank you for holding this hearing. It shouldn’t take a 
tragedy to call attention to the need for comprehensive accessible 
health care but that certainly is what the senseless death of 
Diamonte Driver has done this month, a 12-year-old who died of 
a brain infection initially caused by an infected tooth and had been 
covered by Medicaid, which would have covered his health prob- 
lems. A series of events led to the loss of his coverage though, 
which certainly highlights the need for presumptive eligibility. A 
simple dental procedure that could have cost $80 to cover went un- 
treated and manifested in a serious brain injury requiring nearly 
a quarter of a million dollars in care which ultimately could not 
save this child. 

Considering that dental care is the most prevalent unmet health 
need among American children, and that is a quote according to 
the U.S. Surgeon General, it simply makes sense to shore up our 
public programs that provide dental care to low-income children. 
While the Medicaid program provides comprehensive coverage for 
children’s dental care through the Early Periodic Screening Detec- 
tion and Treatment benefit, access to care is hampered by low Med- 
icaid reimbursement rates. States that can compensate dental care 
providers with rates closer to market-based fees have been able to 
enroll more providers in the Medicaid program and in turn success- 
fully treat more children. The SCHIP program by contrast does not 
even require that children be entitled to dental care. While all 
States have elected to provide some coverage, the benefits and ac- 
cess to treatment varies widely from State to State. As we move 
to authorize the SCHIP program, I believe we should modernize it 
to establish a Federal guarantee for dental coverage. We should 
also strongly consider developing a dental wraparound benefit in 
SCHIP to support families with low to moderate incomes covered 
in the private market who do not receive dental coverage for their 
children. 

Mr. Chairman, while all the witnesses on the two panels are im- 
pressive, I would like to extend a warm welcome to Dr. Edelstein 
of the Children’s Dental Health Project and Columbia University in 
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New York City, where I am from. The Columbia University teach- 
ing clinic offers outstanding primary and specialty oral health care 
at reduced cost to patients. At the onsite dental clinic, general oral 
health and specialty practitioners handle more than 80,000 patient 
visits each year. It is a great service to the community and I com- 
mend Columbia for this work. 

Mr. Chairman, there is no question that well-child care should 
include comprehensive dental care. I am pleased that you have con- 
vened this hearing to discuss these important issues and look for- 
ward to the witnesses’ testimony today, and I yield back the bal- 
ance of my time. 

Mr. Pallone. Thank you. 

That concludes the opening statements by members of the sub- 
committee, and I would ask unanimous consent any other state- 
ments be included in the record at this time. 

[The prepared statements follow:] 

Prepahed Statement of Hon. John D. Dingell, a Representative in Congress 
FROM THE State of Michigan 

Today’s hearing will focus on providing a healthy start for children. It is common 
sense that keeping children healthy and treating illness early is a wise investment. 
Children who are healthy do better in school. They are at lower risk for develop- 
mental problems. And their future healthcare costs are likely to be less. 

Medicaid and the State Children’s Health Insurance Program (S-CHIP) provide 
the health insurance and a healthy start for nearly a quarter of U.S. children. These 
two programs are primarily responsible for preventing these children from joining 
the increasing number of those who are uninsured. Our Nation has made good 
progress in getting children immunized against disease, but progress has been slow- 
er on dental care and mental health care. Clearly more needs to be done. 

Medicaid’s coverage of dental and mental health benefits is exemplary. And many 
States meet Medicaid’s standard of coverage under SCHIP, as well. But many do 
not. And that means many children still have unmet needs in these two areas. 

Dental disease is the most common childhood disease — more prevalent than asth- 
ma and diabetes. It is also the most easily prevented. Proper care, however, must 
start in infancy, including oral checkups, preventive care, sealants, fluoride, and at 
home oral care. 

If left untreated, however, dental disease can be deadly. Sadly, the Nation learned 
this recently from the much-publicized case of a 12-year-old child from Maryland 
named Deamonte Driver. In Mississippi, there was recently an equally tragic and 
equally preventable death that would have been prevented if action had been taken 
sooner. Six-year-old Alexander Callendar died due to untreated dental disease. 

The need for action exists on several levels. The Congress has a role to play in 
ensuring States have sufficient resources in Medicaid and SCHIP to address the 
unmet dental need among children. The Federal Government needs take steps to 
prevent future tragedies from occurring. We need to play a role in training and edu- 
cation of dentists. And we have a role to play in ensuring access in all communities. 

I will soon introduce a bipartisan bill that will move us forward toward address- 
ing many of these issues. I hope that my colleagues on the committee will join me 
in cosponsoring this legislation. It should be a national priority. 

Likewise, children’s mental health care is also a significant challenge for families, 
especially the uninsured or under-insured. Private insurance coverage is limited or 
inadequate for those with the greatest need. Under Medicaid and SCHIP we need 
to do more to make community-based mental health care an option. There are more 
than 12,000 children across the country who are on waiting lists because existing 
programs lack space. In addition, the Centers for Medicare and Medicaid Services 
(CMS) has recently initiated efforts that would restrict or even eliminate States’ 
ability to manage the care of children with the most severe mental illnesses. We 
need to be assisting children and States in this area, not further restricting access 
for children to receive needed care. CMS’s actions are unacceptable and this is 
something we will explore in the near future. 

I thank Chairman Pallone for this hearing. It is timely. It is necessary. I look for- 
ward to working with my colleagues on these important health priorities. 
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Prepared Statement of Hon. Anna G. Eshoo, a Representative in Congress 
FROM the State of California 

Thank you, Mr. Chairman, for holding this hearing on the role of early health 
care interventions to ensure that children have a chance for a healthy start in life. 
Two health care benefits most often overlooked are dental and mental health care. 

Tooth decay is the most common childhood disease, affecting five times more chil- 
dren than asthma, and seven times more children than hay fever. In February and 
March of 2007, untreated dental problems caused the deaths of two children in Mis- 
sissippi and Maryland. Had these children had access to preventive dental care, 
they would be alive today. 

Mental health care is also an important benefit for children. The Urban Institute 
estimates that at least one-tenth of children suffer from a serious mental health 
problem that causes impairment. Poor children have more mental health problems 
than other children, yet they have fewer options for mental health screening and 
care. 

Programs like Medicaid and the State Children’s Health Insurance Program 
(SCHIP) play an important role in providing preventive health services to low-in- 
come children. Medicaid is widely considered the largest provider of funds for men- 
tal health services for children and it also provides comprehensive coverage for chil- 
dren’s dental care needs. However, due to differences in how States operate their 
SCHIP programs, access to mental health and dental care benefits vary geographi- 
cally. 

Childhood is the most important time in a person’s life for preventive screening 
and treatment of mental and physical ailments. We must assure that children and 
their families have access to resources and services that promote positive early 
health and development. 

I urge my colleagues on this subcommittee and in Congress to ensure that chil- 
dren have access to important, preventive health care which includes comprehensive 
dental and mental health benefits. We can do this by including these benefits in our 
reauthorization of the State Children’s Health Insurance Program later this year. 

Thank you, Mr. Chairman, and I look forward to hearing the testimony of our ex- 
pert witnesses. 


Mr. Pallone. I will now turn to our witnesses, and our first 
panel is already there. I want to welcome you again. Let me intro- 
duce each of you, starting from my left to right. First we have Dr. 
Burton Edelstein, who is founding director of the Children’s Dental 
Health Project. Second, we have Dr. Kathleen Roth, who is presi- 
dent of the American Dental Association. And then we have Mr. 
Raymond Scheppach, who is the executive director of the National 
Governors Association, and then we have Christine Farrell, who is 
the Medicaid policy specialist with the Michigan Department of 
Community Health, Medical Services Administration. And next is 
Dr. Nicholas Mosca, who is clinical professor of pediatric and public 
health dentistry at the University of Mississippi School of Den- 
tistry, and last is Dr. Stephen Corbin, who is senior vice president 
of Constituent services and support for the Special Olympics Inter- 
national. 

Thank you again for being here. We are going to have 5 -minute 
opening statements from each of you. Those statements will be 
made part of the hearing record and each witness may in the dis- 
cretion of the committee submit additional briefs and pertinent 
statements in writing for inclusion in the record. And I will start, 
again from my left, and recognize Dr. Edelstein for an opening 
statement. 

STATEMENT OF BURTON L. EDELSTEIN, D.D.S., M.P.H., FOUND- 
ING DIRECTOR, CHILDREN’S DENTAL HEALTH PROJECT 

Dr. Edelstein. Thank you, Mr. Pallone. 
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My name is Burton Edelstein. I am a pediatric dentist who has 
heen involved with dental coverage for poor and low-income chil- 
dren as a student, clinician, educator, researcher and policy analyst 
for 37 years, nearly as long as the Medicaid EPSDT henefit that 
so many of you mentioned. I speak to you today as founding direc- 
tor of Children’s Dental Health Project, a DC-based nonprofit policy 
organization committed to improving children’s oral health in 
America. My testimony has also been endorsed by my professional 
association, the American Academy of Pediatric Dentistry. 

The committee has shown a strong command of the issue and 
has so well described the problem. I seek today to pull much of 
what you said together and make some recommendations for solu- 
tions. I thank the committee for addressing children’s oral health, 
an issue highlighted tragically by the death of Diamonte Driver 
that has been noted. I dedicated my testimony today to him but 
also to the hundreds of thousands of other children who suffer sig- 
nificantly and unnecessarily from completely preventable dental 
problems. 

My testimony is grounded in three straightforward facts. First, 
that tooth decay is virtually preventable, almost completely pre- 
ventable, yet ironically, as you note, it remains the single-most 
common chronic disease of childhood in the United States and is 
present in one-quarter of all 2 - to 5-year-olds. Second, dental care 
is essential to overall health, yet for reasons that make neither bio- 
logic sense nor policy sense, dental care has been legislated as an 
optional service as though the mouth were not integral to the body. 
Third, preventive care is cost-effective yet far few children obtain 
the kinds of routine care that would prevent pain, infection, sleep- 
less nights, missed meals and poor school performance that you 
have noted. 

Medicaid itself, as envisioned by Congress, is tremendously valu- 
able. It is appropriately designed and it is fully accountable. In the 
handful of States that have taken their dental Medicaid programs 
seriously and reformed them well, Medicaid has been shown to 
work for dentists, for children, for families, and the number of den- 
tists participating has increased dramatically, twofold, threefold, 
fourfold. These States have been creative and they have taken ad- 
vantage of flexibility that already exists in the program. But in too 
many States, there has not been attention to the opportunities in 
Medicaid and the programs have been allowed to fail, fail children 
and fail the providers who care for them. Congress can play a 
stronger role in assuring that Medicaid works for all children 
across the country by helping States, by enhancing your oversight, 
by providing grants to support State program improvements, by of- 
fering technical assistance, by promoting best practices and by 
holding States accountable for the performance that is already re- 
quired by Medicaid law. 

SCHIP is a different story. It is now 10 years old and due up for 
reauthorization, which provides a terrific opportunity for Congress 
to do many of those things that you spoke of. With the three rec- 
ommendations that I make now, I am speaking for 12 national den- 
tal membership organizations including all of those present at this 
table as well as organizations of pediatric and general dentists, 
Hispanic and black dentists, dental hygienists, dental researchers. 
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State dental officers and dental students. Together we ask you to 
do three things with SCHIP. 

Firstly, put the mouth back into well-child care. Recognize with 
us that the mouth is inte^al to the body and that dental care can- 
not be considered an optional service, and because States are al- 
ready significantly involved in providing dental care, this can occur 
at very little cost. Second, allow States to offer that wraparound 
dental coverage that some of you have mentioned. This will 
incentivize poor and working-class families to retain their private 
medical coverage and not drop it so that they obtain their medical 
and dental coverage together through SCHIP. And third, require 
States to report on their dental program performance in SCHIP. 
After 10 years, we know almost nothing about the performance of 
SCHIP for dental coverage while we know a great deal in Medicaid. 
Similar reporting in SCHIP would help you and help children gain 
the benefit that they already have available to them. 

With these few Medicaid and SCHIP fixes, the benefit of cost-ef- 
fective prevention can bring savings to Government and better 
health to children. This is unusual, to be able to have both better 
health and cost savings at the same time. For example, Diamonte 
could have received preventive care for 12 years. He could have 
had a sealant. He could have had a filling. He could have had a 
root canal. He could have had a number of dental treatments, no 
one of which would have cost more than one one-thousandth of 
what his hospital stay cost. 

The problem of childhood tooth decay is also global. The U.S. has 
recently joined with other nations representing half of the world’s 
population to eliminate childhood dental caries. Unlike most of the 
partner nations, the U.S. has no Federal entity that coordinates 
and integrates the various programs across its agencies. We in the 
U.S. would benefit greatly if Congress were to charge the Depart- 
ment of Health and Human Services to develop an interagency 
taskforce on children’s oral health with strong leadership and 
strong Congressional support. In this way, the U.S. could set the 
international standard for children’s oral health. 

On behalf of America’s children, I urge you and the committee 
to continue attending to pediatric oral health, to continue beyond 
this hearing, to maximize opportunities for cost-effective preven- 
tion, to ensure that dental care is never again considered an op- 
tional service as though it didn’t matter, and to integrate oral 
health into each and every Federal program that addresses chil- 
dren’s health and well-being. Diamonte is sadly only one example 
of what happens when we fail as a nation to sustain attention to 
children’s oral health. The problem with childhood oral health is 
fixable and fixable at low cost. Let us work together to enhance 
Medicaid and SCHIP, to do more to educate the public, to improve 
training of dental professionals and to care for young children for 
the benefit of prevention for all. 

Thank you so much. 

[The prepared statement of Dr. Edelstein follows:] 

Testimony of Burton L. Edelstein, D.D.S. 

Good morning. My name is Burton Edelstein. I am a pediatric dentist who first 
cared for a child with Medicaid coverage 37 years ago — just 3 years after Congress 
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mandated dental services for children in Medicaid. Since that time I have been ac- 
tively engaged in Medicaid and SCHIP as a private practice clinician in Connecticut, 
as a dental educator now at Columbia University, and as founder of the Children’s 
Dental Health Project — a DC-based independent policy organization committed to 
improving children’s oral health in America. 

I have learned about publicly financed dental coverage from my patients and their 
families, from students and colleagues, and from working with Congress and the De- 
partment of Health and Human Services. I have also observed much from the 
public’s response to the tragic and completely avoidable death of Deamonte Driver, 
the Maryland 12 year old who died just up North Capitol Street from here at Na- 
tional Children’s Medical Center from complications of a dental infection. Sadly, 
Deamonte represents the worst case scenario of multiple systems failures. I dedicate 
my testimony to him and to the hundreds of thousands of other children who suffer 
significantly and unnecessarily from preventable dental problems. 

My testimony today reflects the totality of this experience. It is based on three 
facts: 

• first, that tooth decay is overwhelmingly preventable; 

• second, that dental care is essential to children’s overall health and wellbeing; 
and 

• third, that dental care is cost effective. 

All three qualities have strong implications for the committee’s oversight of Med- 
icaid and the State Child Health Insurance Program. 

Regarding Medicaid: Medicaid dental coverage for children as envisioned by Con- 
gress is tremendously valuable, appropriately designed, and fully accountable. The 
handful of States that have implemented Medicaid dental coverage well have dem- 
onstrated that this program works for children, their families, and their caregivers. 
But in the majority of States, Medicaid dental coverage is little more than an 
unfulfilled promise — adequate coverage but inadequate services. Congress has many 
options to further strengthen dental Medicaid performance across the Nation 
through improved oversight; incentives and sanctions. Federal grants to States for 
program improvements, and beneficiary empowerment by granting legal standing to 
beneficiaries when the program fails them. 

Regarding SCHIP: In the aftermath of Deamonte’s death which so clearly dem- 
onstrated that the teeth and mouth are an integral part of the body, dental coverage 
can no longer be considered an “optional service” in SCHIP. Just as the mouth is 
integral to the body, so too must dental care be legislated as an integral component 
of well baby and well child care. With SCHIP reauthorization now underway. Con- 
gress can take steps to stabilize and improve dental coverage in SCHIP by requiring 
that it provides both dental preventive and dental treatment services. Congress can 
enact “wrap around” dental coverage in SCHIP for those children from working-poor 
families who have medical but no dental coverage and it can require dental perform- 
ance information from States so that they are accountable to both the Federal Gov- 
ernment and to the children. 

The fact that dental care is prevention oriented, essential to children’s health, and 
cost effective also makes it a very favorable healthcare service from a public insur- 
ance perspective. A small upfront investment in comprehensive dental care for all 
children would pay considerable dividends in both health outcome and dollars saved. 
But effective preventive dental care requires that children receive care early and pe- 
riodically in a dental home — an identified source of ongoing care that provides com- 
plete oversight and care coordination for each child. For example, if Deamonte Driv- 
er had had a dental home starting with the recommended age-one dental visit, his 
disease may well have been prevented through health education and counseling, flu- 
oride treatments, and placement of dental sealants. Had this level of treatment been 
insufficient and he still developed cavities, they would have been found early and 
treated at low cost. Rather than a quarter million dollar bill to Maryland Medicaid 
for neurosurgery, he could have been treated with a sealant, a filling, or, if nec- 
essary, an extraction — any one of which would cost the State less than $150. 

Dental disease matters: Ordinary tooth decay needs no longer be the single most 
common chronic disease of childhood in America. As a nation, we can reach our elu- 
sive Healthy People 2010 goals for children’s oral health and can reverse the recent 
upswing in tooth decay reported by CDC for our youngest children. CDC reported 
in August 2005 that more than a quarter (28 percent) of 2-5 year olds already have 
cavities in their baby teeth and half (49 percent) of children ages 6-11 have cavities 
in their adult teeth. Toothaches that distract from eating, sleeping, and attending 
to schoolwork are completely preventable and — when they do occur — are completely 
treatable at low cost. Dental abscesses that lead to swollen faces like that shown 
in the photograph before you, and even to head and neck infections that can proceed 
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to cause significant morbidity and occasional mortality are similarly avoidable — and 
when they occur — treatable at low cost. Yet many children insured through Medic- 
aid seek relief of toothaches in the emergency rooms of our community hospitals be- 
cause of difficulty accessing dental care in private and safety-net offices. One Texas 
study reported that the cost to Medicaid is three times greater for emergency room 
care — care that doesn’t solve the underlying dental problem — than the total cost of 
preventive care would have been to assure oral health in the first place ^ 

Dental coverage matters. Federal data confirm that children with dental coverage, 
whether in Medicaid, SCHIP, or employer-based insurance, obtain more dental care 
than similarly situated children without coverage. Yet Medicaid and SCHIP have 
not realized their full potential in most States as far fewer children in these pro- 
grams are able to access care than children in commercial coverage. According to 
the most recently available CMS data on Medicaid program performance, only 30 
percent of children enrolled in Medicaid at any time during the year had at least 
one dental visit and only 25 percent had at least one preventive dental visit — less 
than half the rate of services obtained by commercially insured children. State-by- 
State performance varies greatly — ranging as low as 13 percent in one State to as 
high as 47 percent in another. We know far less about SCHIP effectiveness because 
Congress has not to date required systematic dental performance reporting in 
SCHIP. 

Effective Medicaid and SCHIP dental coverage matters. According to a HRSA re- 
port, young children in poor and working poor families (<200 percent FPL) eligible 
for Medicaid and SCHIP are five times more likely to have cavities than children 
in higher income families (>300 percent FPL). They have three times more teeth de- 
cayed and are twice as likely to seek a dental visit for pain relief — but are only half 
as likely to obtain a dental visit in a year. These disparities can be well addressed 
by effective SCHIP and Medicaid administration in the States and by working col- 
laboratively with families, dentists, and government to ensure that the program 
meets diverse needs and constraints. 

Prevention matters: CDC promotes prevention programs including community 
water fluoridation that continues to effectively dampen decay experience in America 
and sealant programs that protect permanent teeth that are most susceptible to 
decay — like the tooth that ultimately led to Deamonte’s demise. The Maternal and 
Child Health Bureau’s focus on the oral health of young children in Head Start and 
on children with special health care needs promotes early and timely prevention. 
NIH-sponsored research over the past 40 years has well established that tooth decay 
is an infectious disease that is typically transmitted from mothers to children during 
a child’s first years of life. This and other scientific knowledge about the nature of 
the disease provide a number of options for “providing a healthy start” for all chil- 
dren through universal acceptance of the age-one dental visit, parent and provider 
education, and regular dental care in a dental home. Lacking only in these Federal 
programs is sufficient support, coordination, and dissemination of best practices to 
realize tremendous financial and health returns for our children. 

Global perspective: Childhood tooth decay is a global problem. Pediatric oral 
health activists in the US from inside and outside of Federal Government have re- 
cently engaged in a global campaign to reduce childhood tooth decay through both 
prevention and treatment approaches. With sufficient ongoing Congressional atten- 
tion to dental care for our children — particularly for those who are eligible for Med- 
icaid and SCHIP — the US can set the standard of good oral health for children and 
can become the international leader among the 11 participating nations that rep- 
resent half of the world’s child population. 

On behalf of America’s children, I urge you and your committee to continue at- 
tending to pediatric oral health, to meiximize opportunities for cost-effective cavity 
prevention, to ensure that dental care is never again considered optional in SCHIP, 
and to integrate oral health into each and every Federal program that addresses 
the health and welfare of our Nation’s children. You have before you many policy 
options and opportunities for “improving access to dental care and providing a 
healthy start for children.” My colleagues and I look forward to your questions today 
and to providing ongoing assistance in your efforts to ensure “bright futures” for all 
children. 

Thank you. 


Mr. Pallone. Thank you, Doctor. 


1 Pettinato ES, Webb MD, Seale NS. A comparison of Medicaid reimbursement for non defini- 
tive pediatric dental treatment in the emergency room versus periodic preventive care. Pediatric 
Dentistry, 2000 



24 


I am going to ask Dr. Roth to speak next. I know that it is hard 
to keep to the 5 minutes, but if you can, I would appreciate it be- 
cause we do have a lot of people. Thank you. 

STATEMENT OF KATHLEEN ROTH, D.D.S., PRESIDENT, 
AMERICAN DENTAL ASSOCIATION 

Dr. Roth. Yes. Good morning, Mr. Chairman and members of the 
subcommittee. I am Kathleen Roth from Wisconsin, a practicing 
dentist and currently the president of the American Dental Asso- 
ciation. I have participated in Medicaid and SCHIP. I have first- 
hand knowledge of providing care to those underserved children so 
severely in need of dental care and I understand the havoc that no 
care can really cause in a child’s mouth. 

Like all of us, I was very shocked at the death of 12-year-old 
Diamonte Driver, who lived just a short distance from here. I be- 
lieve that we have an obligation to honor this child and his family 
by saying no more: no more children unable to eat and sleep prop- 
erly, no more needless deaths, no more unable to pay attention in 
school and no more unable to smile because of severe dental dis- 
ease that could so easily be prevented and treated. If we do not re- 
solve to reform the system now, we are ignoring the warning that 
this tragedy is sending us and the Nation’s children will continue 
to suffer the consequences. It is not just the poor that are affected. 
As you will hear from Dr. Corbin in his descriptions, mentally dis- 
abled children and adults also face severe barriers to receiving oral 
health care. 

I have provided care to the underserved in my community for 
many years. Every dentist I know provides some free or discounted 
care to people who need it and otherwise would not be able to get 
it. We do this both individually and collaboratively. One study pub- 
lished in the mid-1990’s estimated that dentists deliver $1.6 billion 
in free or discount care in a single year, but the sad fact is that 
all of our volunteerism and charitable efforts are not enough and 
they never will be enough because charity is not a healthcare sys- 
tem. 

Wisconsin is an all-too-typical example of how the so-called safe- 
ty net is anything but. The Badger Care reimbursement schedule 
is so meager that in most cases it does not even cover dentist over- 
head. The paperwork is onerous and confusing. The entire process 
is actually so frustrating that it discourages dentists from partici- 
pating in the program at all. 

It is critical that we build a preventive infrastructure that ulti- 
mately will be the only way that we will end what the former sur- 
geon general, David Satcher, famously titled the silent epidemic. 
To that end, every child should see a dentist within 6 months of 
the appearance of that first tooth and certainly no later than the 
first birthday. We need more community-based initiatives such as 
water fluoridation and the broader availability of dental sealants 
and topical fluorides. 

We must embrace innovations in the dental workforce. The ADA 
has modeled a new type of an allied dental provider, the commu- 
nity dental health coordinator, which will greatly enhance the pro- 
ductivity of a dental team by extending our reach into underserved 
communities. The CDHC model is unique in that it combines the 
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provision of preventive services along with triage, case manage- 
ment and referral to qualified dentists when care is needed. 

Ninety percent of the Nation’s dentists are in private practice. 
We need to make it possible for more of them, many more of them, 
to participate in Medicaid. Several States have refined their Medic- 
aid programs to do that. You will hear about Michigan’s program 
in a moment. Tennessee has reformed TennCare, and Smile Ala- 
bama is an excellent example. In some cases programs have suc- 
ceeded in enrolling Medicaid beneficiaries into existing and very 
well-designed private sector dental plans. Congress can do a great 
deal to encourage and make it possible for more States and commu- 
nities to take similar measures through grants and other means. 
Chairman Dingell has been a leader in this area and working with 
Congressman Mike Simpson, who is also a dentist, as well as many 
of you members on this committee who are sponsoring the Chil- 
dren’s Dental Health Improvement Act. 

Mr. Chairman, the most vulnerable amongst us, especially the 
children, deserve much better, better than the fate that befell 
Diamonte Driver, and better than the untold numbers of children, 
someone within a few blocks of where we are today, who are suffer- 
ing from untreated dental disease. Dentists can do more but only 
if the State and Federal Governments will give us the support that 
we need to do that. We call upon our many friends here in Con- 
gress to work with us to ensure that every American child can face 
his or her future with a smile. 

Thank you. 

[The prepared statement of Dr. Roth follows:] 
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Statement of Kathleen Roth 
President, American Dental Association 
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My name is Kathleen Roth, president of the American Dental Association (ADA). I am a 
practicing dentist in West Bend, Wisconsin, and a Medicaid provider. I also participate in 
Wisconsin’s State Children’s Health Insurance Program (SCHIP). Chairman Pallone and 
members of the subcommittee, the ADA, which represents over 72 percent of the dental 
profession, thanks you for holding this hearing and calling attention to the need for improving 
access to oral health care for America's children. As you are well aware, the nation was shocked 
by the recent death of 1 2 year old Deamonte Driver — who lived only a short drive from here — 
from a brain infection apparently related to untreated dental disease. On behalf of the American 
Dental Association 1 extend my heartfelt condolences to the family of Deamonte. Clearly, the 
oral health care system failed this young man. All of us - practitioners, payers, parents and 
policymakers - need to come together and make the system work for the most vulnerable among 
us. 


The impact of poor oral health can, as this tragic case shows, go far beyond the mouth. It is well 
documented that poor oral health can lead to oral infections that can affect systemic health, and 
new evidence is emerging all the time. Oral bacteria have also been associated with bacterial 
pneumonia in bed or chair-bound patients, and might also be passed from mother to child 
resulting in a higher prevalence of caries in these children. Although it’s not clear if treating an 
oral disease will improve specific health problems, we do know that oral health is important for 
overall health and vice versa. 

Deamonte Driver’s inability to obtain timely oral health care treatment underscores the 
significant chronic deficiencies in our country’s dental Medicaid program. Fundamental changes 
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to that program are long overdue, not simply to minimize the possibility of future tragedies, but 
to ensure that all low-income children have the same access to oral health care services enjoyed 
by the majority of Americans. 

Disparities in Access to Oral Health Services 

As U.S. Surgeon General David Satcher noted in his 2000 landmark report Oral Health in 
America, 'dental caries (tooth decay) is the most common chronic disease of childhood - five 
times as common as asthma, and low-income children suffer twice as much from dental caries as 
children who are more affluent. According to the report, about 80 percent of the tooth decay 
occurs in only about 25 percent of the children - children who are overrepresented in the lower 
socioeconomic strata. According to the Centers for Disease Control and Prevention (CDC), ^our 
society as a whole has made real progress toward reducing the morbidity of oral disease; 
however, existing disparities among specific populations persist. For example, children from 
non-Hispanic black and Mexican-American populations and families below 200 percent of 
poverty have a greater amount of tooth decay that non-Hispanic whites and families above the 
200 percent of poverty level. 

Barriers to Accessing Oral Health Care Services 

There are many barriers to providing every child from a low-income family in America with 
good oral health care services. Some of the barriers make it difficult to supply care (such as the 
geographic distribution of providers), some affect the demand for services (such as a caregiver’s 

' Department of Health and Human Services (US). Surgeon General’s report on oral health, 2000. Available from: 
URL: http://www.surgeongeneral.gov/library/oralhealth/ 

^ Beltran- Aguilar ED, Barker ZK, Canto MT, et al. Surveillance for dental caries, dental sealants, tooth retention, 
edentulism, and enamel fluorosis: United States, 1988-1994 and 1999-2002. MMWR Surveill Summ 2005;54(3):1- 
44. 
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lack of appreciation of the importance of oral health), but all of them impact the ability of the 
underserved children to access dental services. 

Supply Side Activities 

On the supply side, the ADA promotes oral health through community-based initiatives, 
including water fluoridation, sealants and use of topical fluoride in public health programs and 
dental offices. 

We also recognize adjustments in the dental workforce are necessary to more effectively address 
the special needs of underserved communities, especially children, and have endorsed the 
development of a new member of the dental team - the Community Dental Health Coordinator 
(CDHC) - to help address those needs. The CDHC will be a new mid-level allied dental provider 
who will enable the existing dental workforce to expand its reach deep into underserved 
communities and can be employed by Health Centers, the Indian Health Service, public health 
clinics, or private practices. CDHCs will be competent in developing and implementing 
community-based oral health prevention and promotion programs; providing individual 
preventive services (such as fluoride and sealant applications); and performing temporization on 
dental cavities with materials designed to stop the cavity from getting larger until a dentist can 
see the patient. 


Congress must continue to fund crucial federal oral health care access programs. The ADA and 
the larger dental community have for years worked to ensure there was adequate funding for key 
oral health access programs within the Department of Health and Human Services (HHS) that 
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provide dental research and education, as well as oral health prevention and community-based 
access programs. Each of these programs is important as a means of helping to ensure access to 
oral health care, especially for the disadvantaged children in our society. 

Each year, the ADA and other national dental organizations work to ensure adequate support for 
the Health Resources and Services Administration’s Health Professions Education and Training 
Programs^; HRSA’s Maternal and Child Health Bureau (MCHB)'^; the Centers for Disease 
Control and Prevention’s Division of Oral Health^; the National Institute of Dental and 
Craniofacial Research (NIDCR)^; the R}^ White HIV/AIDS Dental Reimbursement Program 
(Part F, Ryan White CARE Act) ^ ; and most significantly, the Title VII general, pediatric and 
public health dentistry residency programs within HRSA.* We call upon Congress to properly 
support these vital programs as part of our collective elfort to fix the access problems for children 
from low-income families and other underserved. 


^ Health professions education and training programs have a critical role in the recruitment and retention of minority 
and disadvantaged students and faculty. These programs are crucial if we are to address concerns with health 
disparities. 

“ Specifically, oral health projects in the Health Resources and Services Administration, Maternal and Child Health 
Bureau (MCHB), Title V, Special Projects of Regional and National Significance (SPRANS) account. 

The Centers for Disease Control and Prevention's Division of Oral Health (DOH) supports state- and community- 
based programs to prevent oral disease, promote oral health nationwide and foster applied research to enhance oral 
disease prevention in community settings. The CDC works with states to establish public health research that 
provides valuable health information to assess the effectiveness of programs and target populations at greatest risk. 
In addition, through the DOH, states can receive funds to support prevention programs that aim to prevent tooth 
decay in high-risk groups, particularly poor children, and reduce oral health chsparities. 

NIDCR is the only Institute within the NIH that is committed to oral health research and training. Institute- 
sponsored research continues to link oral infection to such systemic diseases as diabetes, cardiovascular disease 
(heart attack and stroke) and adverse pregnancy outcomes (preterm birth and low birth weight). The Institute 
remains the primary public agency that supports dental behavioral, biomedical, clinical, and translational research. 

The Ryan White HIV/AIDS Dental Reimbursement Program increases access to oral health services for people living 
with HIV/AIDS; ensures that dental and dental hygiene students and dental residents receive the most current training; 
and assist in defraying the rising non-reimbursed costs associated with providing such care by dental education 
institutions. 

^ Title Vn dental residency programs are instrumental in training dentists who work in underserved communities 
and treat Medicaid, SCHIP or other underserved populations, particularly those with special needs. 
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The ADA is also very pleased that the House companion bill to S. 739, the “Children’s Dental 
Health Improvement Act 2007,” that will be cosponsored by Representatives Dingell and Simpson, 
will soon be introduced. That legislation will do a great deal to improve delivery of dental care in 
Medicaid and SCHIP and ensure a chief dental officer presence in key federal agencies, among 
many other initiatives. 

The ADA has long supported incentives at the federal level to encourage private sector dentists 
to establish practices in underserved areas, such as a tax credit to establish an office in an 
underserved area. We also work with and support our colleagues who practice in Health Centers, 
which are provided section 330 funding in exchange for providing care to all regardless of ability 
to pay. We have an excellent working relationship with the National Association of Community 
Health Centers (NACHC) and encourage our private sector members to work cooperatively with 
the centers in their communities. We support an arrangement that facilitates the ability of private 
sector dentists to contract with Health Centers, thereby providing the centers with another option 
to efficiently provide dental services to Health Center patients when and where those services are 
needed. In addition, the ADA was the founding member of the Friends of the Indian Health 
Service and has for many years actively lobbied to increase funding for the IHS’s dental 
program, including full funding for IHS loan repayments. 

And dentists understand their ethical and professional responsibilities too. In the absence of 
effective public health financing programs, many state dental societies joined with other 
community partners to sponsor voluntary programs to deliver free or discounted oral health care 
to underserved children. According to the ADA 's 2000 Survey of Current Issues in Dentistry, 
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74.3 percent of private practice dentists provided services free of charge or at a reduced rate to 
one or more groups (e.g., homebound, handicapped, low income). A total national estimate of the 
value of this care was $1 .25 billion, or $8,234 per dentist. In 2003, the ADA launched an annual, 
national program called “Give Kids A Smile” (GKAS). The program reaches out to underserved 
communities, providing a day of free oral health care services. GKAS helps educate the public 
and state and local policymakers about the importance of oral health care while providing needed 
and overdue care to large numbers of underserved children. The ADA’s fifth annual Give Kids A 
Smile event on Feb. 2, 2007, was again highly successful. More than 53,900 dental team 
members registered to participate on ADA.org, including 14,220 dentists. Nationwide, 2,234 
programs were held. Registered participants treated some 755,600 children, and valued the care 
at $72,276,000 ($95 on average per child). Of course, poor children shouldn’t have to depend on 
charity for basic dental care. These efforts are important but are no substitute for fixing the 
Medicaid program. 

Demand Side Activities 

University researchers seeking to identify the barriers to oral health care faced by low-income 
caregivers concluded that efforts need to be made to educate caregivers about the importance of 
oral health for overall health. ’ The ADA and other professional dental organizations agree that 
early intervention is very important in assuring that a child has good oral health. Accordingly, 
the ADA recommends that children see a dentist for the first time within 6 months of the 


^ S.E. Keily; C.J. Binkley; W.P. Neace; B.S. Gale, “Barriers to Care-Seeking for Children’s Oral Health Among 
Low-Income Caregivers," American Journal of Public Health, Aug 2005; 95. 8; Alumni - Research Library, pg. 
1345. 
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appearance of the first tooth and no later than the child’s first birthday.*® The American 
Academy of Pediatric Dentistry also recommends that all children should visit a dentist in their 
first year of life and every 6 months thereafter, or as indicated by the individual child’s risk 
status or susceptibility to disease. ' ’ The ADA also has a number of initiatives it is undertaking to 
address oral health literacy issues. They include: implementing an advocacy strategy to increase 
the number of school districts requiring oral health education for K-12 students; encouraging the 
development of oral health literacy continuing education programs to train dentists and allied 
dental team members to communicate effectively with patients with limited literacy skills; and 
developing guidelines for the creation of educational products to meet the needs of patients with 
limited literacy skills, including the involvement of targeted audiences in materials development. 

Challenges Associated with the Medicaid Program 

To truly address the oral health access problems faced by underserved populations, we need to 
get more private sector dentists participating in Medicaid. Over 90 percent of all practicing 
dentists are in the private sector (totaling over 162,000). Safety net facilities that target 
underserved populations are, of course, very important but they employ relatively few dentists. 
Efforts to expand care only through safety net facilities will not fix the access problem. For 
example, in fiscal year 2005, Health Centers receiving section 330 funding employed about 
1,738 (FTE) dentists.’^ Even after significant growth in Health Centers in the past several years. 


American Dental Association, ADA statement on early childhood caries, 2000. Available from: 
www.ada.org/profi'resources/positions/statements/caries.asp. 

^ American Academy of Pediatric Dentistry, Guideline on periodicity of examination, preventive dental services, 
anticipatory guidance, and oral treatment for children. Available from: 
www.aapd.orgt'media/PoIicies_Guidelines/G_Periodicity,pdf. 

DHHS, HRSA, BPHC, 2005 Uniform Data System. 
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that is still less than one percent of the total of 177,686 active dentists in the United States in 
2005.'^ 


Seventy-five percent of Medicaid enrollees are children and their parents and about half of the 
program’s 60 million 2006 enrollees are poor children, making it the federal government’s 
largest health care program in terms of enrollment. '■* At the same time, according to the 
Congressional Budget Office (CBO), many eligible people do not enroll in the program and there 
have been estimates that about 33 percent of the 1 0 million children identified as uninsured are 
eligible for Medicaid. So, experts estimate that over 30 million American children meet 
Medicaid eligibility requirements. 


There are a number of factors that work against bringing more private sector dentists into the 
Medicaid program - but they can be overcome if we all work together. As CBO points out, 
analyses of Medicaid’s reimbursement rates have found them to be lower than Medicare or 
private insurance rates.'* This was also discussed in a General Accounting Office study, which 
also recognized a number of administrative barriers. In short, the vast majority of the dental 
Medicaid programs in the United States are woefully under funded and the reimbursement rates 
simply cannot attract enough dentists. Where these programs have been enhanced, the evidence 
is clear that dentist participation increases. In addition, high student debt pressures young 
dentists to go into the private sector and makes it fiscally less feasible to take public health or 


American Dental Association, Survey Center. 

Congressional Budget Office, Medicaid Spending Growth and Options for Controlling Costs, Statement before 
the Special Committee on Aging, July 13, 2006, pp. 1-3. 

T.M. Selden, J.L. Hudson, and J.S. Ban thin, ‘Tracking Changes in Eligibility and Coverage Among Children, 
Health Affairs, vol. 23, no. 5 (September-October 2004), pp. 39-50. 

CBO, Ibid, at p. 4. 

” General Accounting Office, “Oral Health ... Factors Contributing to Low Use of Dental Services by Low-Income 
Populations,” September 2000. p.4. 
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clinic positions. Significantly, the American Dental Education Association reported that 
indebtedness for dental school graduates averaged $1 18,720 in 2003, with public school 
graduates averaging $105,350 and private/State-related school graduates averaging $152,525. 
This level of debt puts a great deal of pressure on young dentists to set up private practices in 
relatively affluent areas to the exclusion of underserved areas. 

Potential Solutions 

In 2001, the Urban Institute wrote an early assessment of the State Children’s Health Insurance 
Program (SCHIP) '*and concluded that “. . ..different delivery systems supported by competitive 
payments appears to be contributing to improved provider participation and better access to 
dental care in some state SCHIP programs.” Most important, the study noted what it called a 
“spillover” effect on the Medicaid programs in two states - Alabama and Michigan. The 
authors stated that the Alabama and Michigan officials reported that the early success of their 
dental SCHIP programs had expedited reform of their dental Medicaid programs and that data 
suggested that improvements in access may be occurring under Medicaid programs that are 
paying dentists at market rates. 

In October 2004, the ADA identified five state and community models for improving access to 
dental care of the underserved.^^ The Michigan and Alabama programs mentioned above are 
included among them, with Tennessee’s TennCare program the other state level Medicaid model 

The Urban Institute, “Does SCHIP Spel! Better Etentai Care Access for Children? An Early Look at New 
Inititiatives,” July 200 1 . 

Ibid, p. ix. 

“ Ibid. 

American Dental Association, “State and Community Models for Improving Access to Dental Care for the 
Underserved,” Executive Summary, October 2004. 
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program cited. The report also identifies two community level initiatives that show great promise 
of enhancing access to Medicaid eligible children. The Association chose these five based on 
suggestions from state policymakers and other public and private sector stakeholders. 

A very recent study of the first five years of Michigan’s “Healthy Kids Dental” Medicaid 
program^^ concludes that an increasing proportion of children received dental care each year 
from local providers close to home; the number of dentists continues to increase; and many of 
the children in the program appear to have a dental home and are entering regular recall patterns. 
Meanwhile, the Michigan Department of Commxmity Health expanded the program to 59 of 
Michigan’s 83 counties, effective May 1, 2006.^“' 

Concerning the TennCare dental program, between October 2002 and October 2006, the number 
of dentists participating statewide grew by 1 12 percent and in rural counties by 1 18 percent.^® 
This growth occurred after the dental program was “car\'ed out” of the Medicaid medical 
program in 2002, whereby the dental care was administered by its own benefits manager and had 
its own funding stream, comprising 2 percent of the entire TennCare budget. The carve out 
facilitated the development of a good working relationship with the Tennessee Dental 
Association and other stakeholders, resulting in a streamlined dental administrative process, 
among other improvements. Four other states use a similar dental carve out system - California, 
Illinois, Massachusetts (in progress), and Virginia. Finally, the Alabama program (Smile 
Alabama!) has also significantly improved dentist participation. State officials note the increase 

“ S.A. Eklund, “Michigan’s Medicaid “Healthy Kids Dental” Program: Assessment of the First Five Years,” 
University of Michigan School of Public Health. 

“ Ibid. 

“ J. Gillcrist, “TennCare Dental Program: Before and After the Carve Out” 
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in reimbursement rates and its outreach to dentists as significant contributing factors in growing 
that program. 

To be clear, the Association is not suggesting that the programs identified in ADA’s state and 
community models document are the only ways to begin to address the oral health access 
problems facing low-income children - or even the best ways in all cases. We are simply 
suggesting that while the problems are considerable, they are not insurmountable if all parties 
work together. We believe there is a great deal that Congress can do to encourage other states to 
take similar measures to improve their dental Medicaid programs through grants and other 
means. 

Conclusion 

All of us - practitioners, payers, parents and policymakers - need to come together and make the 
system work for the most vulnerable among us. Fundamental changes to the Medicaid program 
are long overdue to ensure that low-income children have the same access to oral health care 
services enjoyed by the majority of Americans. While we have made progress toward reducing 
the morbidity of oral disease, significant and persistent disparities continue to adversely affect 
underserved populations. 

Dentists understand their ethical and professional responsibilities and have tried to address the 
access dilemma in a variety of ways. The ADA promotes oral health through commimity-based 
initiatives, such as water fluoridation, sealants and use of topical fluoride in public health 
programs and dental offices. We endorse adjustments in the dental workforce, including the 
“ Smile Alabama! “Alabama Medicaid’s Dental Outreach Initiative.” 
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development of Community Dental Health Coordinators, who could greatly enhanced the 
productivity of our dental teams in the future and will bring the expertise needed to efficiently 
address the oral health care needs of many in underserved populations, especially children in 
low-income families. For many years, the Association has lobbied Congress to adequately fund 
oral health care access programs, such as the Health Resources and Services Administration’s 
Health Professions Education and Training Programs, which is crucial in addressing concerns 
with health disparities. We support an arrangement that facilitates the ability of private sector 
dentists to contract with Health Centers and many state dental societies cosponsor voluntary 
programs to deliver free or discounted oral health care to underserved children. Of course, all of 
the above efforts are no substitute for fixing the Medicaid program. 

To truly address the oral health access problems faced by underserved populations, we need to 
get more private sector dentists participating in Medicaid. Over 90 percent of practitioners are in 
the private sector, and with over 30 million children estimated to be Medicaid eligible, there is 
simply no other way to adequately serve such a large segment of our nation. We have cited 
examples of several states that have made great strides in fixing their Medicaid programs, such 
as the “Healthy Kids Dental” in Michigan, “TennCare” in Tennessee and “Smile Alabama!” in 
Alabama. There are certainly many more examples, especially at the community level, that have 
also been effective. We believe there is a great deal that Congress can do to encourage other 
states to take similar measures to improve their dental Medicaid programs through grants and 
other means. 
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The problems are numerous and complex, but they are not insurmountable if we have the will to 
take the necessary steps to fix this problem. For too long, dental disease has been the "silent 
epidemic." The tragic fate of young Deamonte Driver — and the many others who have died from 
untreated dental disease — show the gravity of untreated dental disease. 

Mr. Chairman, our nation's most vulnerable citizens deserve better care than we have provided. 
The ADA stands ready to do its part, and we call upon our many fiiends in Congress to work 
with us to ensure that every child can face his or her future with a smile. 
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Mr. Pallone. Thank you, Dr. Roth. 

And next we have Mr. Raymond Scheppach. 

STATEMENT OF RAYMOND C. SCHEPPACH, EXECUTIVE 
DIRECTOR, NATIONAL GOVERNORS ASSOCIATION 

Mr. Scheppach. Thank you, Mr. Chairman. I appreciate the op- 
portunity to appear before you on hehalf of the Nation’s Governors. 

I would essentially like to focus on three major issues. First, 
what States are currently doing to extend dental health benefits to 
children; second, how any particular benefit in SCHIP or Medicaid 
relate to new State reform initiatives; and three, I think it is im- 
portant to be aware of State Medicaid spending and how it is relat- 
ed to other priorities like education. 

Since the enactment of the State Children’s Health Care Pro- 
gram in 1997, there has been a substantial expansion of dental 
services. While this is an optional benefit, all States have provided 
some dental benefits. Currently the enhanced match and increased 
flexibility to tailor benefits has contributed to the overall success 
of this program. 

SCHIP and Medicaid dental benefits are important, but having 
benefits does not necessarily mean that individuals receive serv- 
ices. This is particularly true, given the shortage of dentists in 
many areas, and more importantly, the more acute shortage of pe- 
diatric dentists, especially those trained to provide services to chil- 
dren with special health care needs. Therefore, States have taken 
a more holistic approach to this problem. First, they have been 
doing a fair amount in terms of promoting education and preven- 
tion, in terms of PSAs, public awareness, working with commu- 
nities on fluoridation. They have also tended to increase coverage 
and access at times working with States like Michigan and with 
network providers. They have also focused to some extent on en- 
hancing the dental workforce, trying to provide special incentives 
for underserved areas, also providing tax credits, loan forgiveness 
for the education of dentists and improving finance through in- 
creasing reimbursements. Investments in children’s health are ex- 
tremely important but Governors are also well aware of the need 
to look holistically at making investments in children’s futures. 
This is especially true in the area of early childhood development. 

I would like to turn now and summarize very quickly, Mr. Chair- 
man, some of the things that are happening at the State level in 
terms of health care reform. In 2003, the State of Maine enacted 
a comprehensive proposal with the goal of universal coverage by 
2009. This was quickly followed by Vermont and Massachusetts, 
who enacted plans in 2006 with the ambitious goals to cover all of 
the insured. There are now about four States who have committed 
to universal coverage while another 10 are developing proposals for 
universal access. Several others are focused on universal care for 
children and many others are pursuing more incremental reforms. 
There is a number of common elements in all of these reforms. 
They obviously include coverage expansions. They include connec- 
tors, essentially trying to bring together providers with low-income 
individuals to provide the best appropriate benefits and allowing 
choice and portability. They have worked on the so-called tax in- 
centives, making sure everybody is aware of section 125. States are 
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experimenting with both employer mandates in terms of where is 
the cutoff in terms of small business. They are experimenting with 
individual mandates also with quality improvements and measure- 
ments. They are also negotiating with providers to increase a num- 
ber of affordable benefit packages. 

Mr. Chairman, I think we are at the point now where it is very 
possible over the next 2 to 3 years that we may witness as many 
as eight or ten States who have actually enacted and begun to im- 
plement universal care or universal access, and I think as you 
move forward on the reauthorization of SCHIP and other pro- 
grams, you have got to question how that fits in with essentially 
what is happening at the State level. 

I would just a raise a couple of potential cautions as you move 
forward with respect to any mandates on SCHIP or Medicaid. 
First, it would require States to spend more money per person on 
these programs which redirects funds from eligible expansions. I 
think if we continue to have 47 million uninsured, it is a real pub- 
lic policy question of whether we create a more robust benefit pack- 
age for some or whether we try to get a basic benefit package for 
a wider population. 

Second of all, it could limit State efforts to create affordable con- 
solidated insurance markets. Most States’ coverage efforts include 
negotiations with providers to develop basic benefit packages that 
would be subsidized for States and offered through a connector. Es- 
sentially what the connector does is, it consolidates the individual 
and the small group markets into a pool. It then matches providers 
by offering benefits with the demand for health care for State em- 
ployees, SCHIP, Medicaid as well as small business. This approach 
reduces risk, lowers costs, stabilizes the small market, essentially 
mandates that changes to benefits packages could become an obsta- 
cle to the efficiencies of these pools. Rather than allow Federal pro- 
grams to be integrated into the overall health care system, SCHIP 
and Medicaid may well continue to be separate, more expensive 
programs. 

I would just like to end with a few comments on Medicaid and 
State budgets. Unfortunately, Medicaid has grown about 11 per- 
cent per year over the last 25 years. It is now almost 23 percent 
of State budgets. It is more than all elementary and secondary edu- 
cation. In some States, it is 34, 35 percent. With State revenues 
growing only 5 to 6 percent, Medicaid has been funded by cutting 
virtually all other components of State spending. 

Mr. Pallone. I know you said you are wrapping up but you have 
already gone over a minute, so 

Mr. SCHEPPACH. Let me just say that we have two challenges, it 
seems, universal health care and overall competitiveness. States 
are trying to make the balance between education commitments 
and health care. 

Thank you, Mr. Chairman. 

[The prepared statement of Mr. Scheppach follows:] 

Statement of Raymond C. Scheppach 

Mr. Chairman: I appreciate the opportunity to appear before you today to discuss 
the issue of dental health as it relates to Medicaid and S-CHIP. It is important to 
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continue to evaluate the structure of benefits for both of these programs and how 
they relate to health care reform in general. 

This morning I would like to focus on three major issues as follows. 

First, what States are currently doing to extend dental health benefits to children 
and how this benefit relates to other early childhood services. Second, since there 
is essentially an explosion of health care reform activity in the States, is important 
to evaluate how any particular benefit mandate relates to these new reform initia- 
tives. Third, it is important to be aware of State Medicaid spending and how it is 
related to other State priorities such as education. 

Dental Health and Early Childhood 

Since the enactment of the State Children’s Health Insurance Program (S-CHIP) 
in 1997, there has been a substantial expansion of dental services. While this was 
an optional benefit, all States have provided some dental benefits. Clearly, the en- 
hanced Federal match and increased flexibility to tailor benefits have contributed 
to the success of S-CHIP benefit program. Without both of these incentives the 
strength of the program would be jeopardized. 

Access to dental services and outcomes are better in S-CHIP than in Medicaid. 
Any further improvements in children’s dental health must come from building on 
the strengths and successes of S-CHIP, and that includes both funding and flexibil- 
ity. Benefit mandates, or any other attempt to make S-CHIP more like Medicaid 
will only serve to thwart this progress and could ultimately erode the improvements 
made so far. NGA will continue to oppose Federal mandates. 

States are using S-CHIP to meet children’s primary health care needs, including 
dental health services. Research has shown the S-CHIP enrollees are more likely 
to have a medical home and more likely to receive preventive dental care. More 
than half of S-CHIP children have had a dental check-up in the past 6 months and 
over 80 percent have a usual source of dental care. 

States have been working over a number of years to try to improve access to den- 
tal care for children. There are a variety of approaches that States have been using, 
including those that you have heard about today from Michigan. The good news is 
that dental access is improving for children. Beyond dental. States are also working 
to meet children’s primary health care needs as well as expand affordable health 
coverage. S-CHIP has seen a success in this area too with over 90 percent of chil- 
dren in the program reporting that they have a usual source of medical care. The 
overwhelming success of S-CHIP in improving health care coverage and outcomes 
is why there is unanimous support among governors for a timely reauthorization of 
the program. 

While S-CHIP and Medicaid dental benefits are important, simply having a bene- 
fit does not necessarily mean that children receive services. This is particularly true 
given the shortage of dentists in many areas and more importantly the more acute 
shortage of pediatric dentists, especially those trained to provide services to children 
with special health care needs. Therefore, States have taken a more holistic ap- 
proach to dental care by: 

• Promoting Education and Prevention. Much of the disease experienced by chil- 
dren could be prevented with better personal care and water fluoridation. Several 
States have launched public awareness campaigns to educate parents and children 
about proper dental care and to build public support for children’s oral health policy 
initiatives. 

• Increasing Coverage and Access. Though many low- income children have dental 
coverage through Medicaid, most receive no preventive dentist visits. Many States 
are trying to strengthen the safety net by encouraging providers to participate in 
Medicaid and by including dental benefits in S-CHIP. 

• Enhancing the Dental Workforce. Many States are trying to attract dentists to 
chronically underserved areas, yet the number of dentists graduating from dental 
school is decreasing nationally. To succeed, States are using loan forgiveness, teix 
credits, and other incentives and are tr 3 ring to enhance dentist training to ade- 
quately address pediatric needs. 

• Improving Financing and Reimbursement. Many providers refuse to participate 
in Medicaid because of the low rate at which they are reimbursed. Some States have 
increased provider reimbursements in Medicaid to attract new dentists as well as 
to bring back dentists who have stopped participating. 

Investments in children’s health are extremely important, but Covernors are also 
well aware of the need to look more holistically at making investments in children’s 
futures. This is especially true in the area of early childhood development. 
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Motivated by compelling child development research, impressive cost-benefit evi- 
dence, and the persistent achievement gap plaguing our Nation’s education system, 
governors are pursuing pre-kindergarten expansion, full-day kindergarten, child 
care quality improvement and expansion, infant-toddler initiatives, and other strate- 
gies to invest in children’s learning and development from birth into the early ele- 
mentary years. For example: 

• New York Governor Elliot Spitzer is calling for full funding of the State’s $645 
million Universal Pre-K program and for full-day kindergarten planning grants for 
high-need districts. 

• Nevada Governor Jim Gibbons has committed $50 million to support full day 
kindergarten pilot programs in at-risk schools 

• Arizona’s recent ballot initiative will direct $188 million in new funds for early 
childhood development and health programs, in addition to a $200 million increase 
for voluntary full-day kindergarten programs championed by Governor Janet 
Napolitano 

• Minnesota Governor Tim Pawlenty has proposed $4000 per child for high qual- 
ity early learning programs for at-risk 4 year olds. 

State Health Care Reform 

The State of Hawaii enacted universal health care access in 1974. From that point 
until 2003, neither the Federal Government nor States made very much process in 
covering the uninsured. In 2003, the State of Maine enacted a comprehensive pro- 
posal with the goal of universal coverage by 2009. This was quickly followed by Ver- 
mont and Massachusetts, who enacted plans in 2006 with ambitious goals to cover 
all of the uninsured. What is of particular note of all three of these plans is that 
they were bipartisan and subsidized coverage for families up to 300 percent of the 
Federal poverty level. It is also true that these States had relatively low rates of 
uninsured prior to enacting reforms. While the three States face significant chal- 
lenges to implement their plans, the early success in developing a State consensus 
for reforms has stimulated major reforms in another 20-25 States. 

There are about four States that have committed to universal coverage while an- 
other ten are developing proposals for universal access to coverage. Several others 
are focused on universal care for all children and many others are pursing more in- 
cremental reforms. There are a number of common elements in these reforms as fol- 
lows: 

State Coverage Extensions. To address the problem of the uninsured. States have 
enacted plans or are considering proposals to increase coverage and access for many 
Americans. These initiatives include reforming the individual insurance market, re- 
quiring individual or employer participation in health insurance, ensuring that all 
individual who are eligible for S-CHIP or Medicaid are enrolled and direct subsidies 
to low-income individuals. 

Connectors. A “connector” or “exchange” model offers health coverage through a 
quasi-governmental authority that negotiates with health insurers to offer a mini- 
mum standard of benefits within a certain premium range. The connector pools indi- 
viduals together to offer affordable, private insurance options. Most “connectors” 
consolidate the small group and individual markets into the pool. Many States are 
offering subsidies for low-income individuals to purchase health insurance through 
the “connector.” A choice of plans is provided and portability is a major benefit. 

Tax Incentives. Section 125 of the IRS teix code permits tax-free deductions of 
health insurance premiums from workers’ paychecks, saving money for both the em- 
ployer and employee. Many health reform plans are requiring employers to set up 
the option for their workers to deduct health insurance premiums teix-free. This op- 
tion is generally paired with a connector model to ensure minimal administrative 
burdens for employers. 

Employer Mandates. Some States have required employers to either offer insur- 
ance to all of their uninsured workers or pay a fee for each uninsured employee. 
The employer mandate is seen as encouraging employers to continue to offer cov- 
erage and helping to fund the coverage expansion in the State. Generally, those 
States requiring employer contributions are those aimed at achieving universal cov- 
erage. 

Individual Mandates. Some States are moving toward a requirement on individ- 
uals to have health insurance coverage. Through State income tax filings, individ- 
uals who can afford coverage and are found not to have insurance will be fined. An 
individual mandate is being paired with mechanisms to make coverage more afford- 
able for all residents, so individuals have the opportunity to meet the mandate with- 
out facing a financial hardship. 
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Quality Improvements and Measurements. Using coverage expansions and Medic- 
aid redesigns as vehicles, many States have incorporated quality improvement and 
measurement into their health reform plans to improve efficiency and patient care. 
Many States are using disease management programs, applying quality measures 
for doctors and hospitals, and taking steps toward interoperability with electronic 
data systems. 

Benefit Packages. Here, States are negotiating with providers to make a basic 
benefit package available to current low-income individuals and small businesses. 
Some of these may be paired with health savings accounts. The benefit package is 
then offered through the connector. 

The question now is how does a mandate for dental health or any other mandate 
on the Medicaid of S-CHIP benefit package relate to these reform efforts. I would 
argue that it could well be an obstacle in the following two ways. 

• Requires States to spend more money per person in these programs, which redi- 
rects funds from eligibility expansions; and 

• Limits State efforts to create affordable consolidated insurance markets. 

The goal of State actions is universal coverage or universal access. To attain this 
goal. States use a combination of existing programs, including Medicaid and S- 
CHIP, and new mechanisms to expand affordable health insurance. If States are re- 
quired to meet new Federal benefit mandates in either Medicaid or S-CHIP, they 
will have to spend more money per individual currently covered in these programs. 
Efforts to enroll eligible uninsured individuals and many planned expansions of 
these programs will be more expensive for sates. These increased costs will force 
States to redirect funds that could have been used to fund other affordable health 
insurance initiatives. Reducing flexibility in these programs is a real obstacle both 
to maintaining existing coverage as well as coverage expansion. 

New mandates on Medicaid and S-CHIP is also a potential obstacle to State ef- 
forts to create affordable consolidated insurance markets. Most State coverage ef- 
forts include negotiation, with providers to develop basic benefit packages that 
would be subsidized by States and offered through the connector. Often this would 
be the same benefit package that is offer by the managed care or other major pro- 
viders, which is often the same as that provided to State employees. Essentially, the 
connector consolidates the small group and individual markets into a pool. It then 
matches providers who are offering benefits with the demand for health care by 
States via State employees, S-CHIP and Medicaid, as well as small business. State 
subsidized previously uninsured and other individuals with COBRA or similar 
needs. 

This approach spreads risk, lowers cost, and stabilizes this market. Essentially, 
mandates that change this benefit package will become an obstacle to the efficiency 
of these pools. Rather than allow Federal programs to be integrated into the health 
care system, S-CHIP and Medicaid will continue as separate more expensive pro- 
grams. 

Mr. Chairman, we urge you not to impose any additional mandates on States. In- 
stead Congress should work with States to support current health reform efforts. 

Medicaid vs. Other Domestic Priorities 

Governors prefer maximum flexibility in administering almost all Federal pro- 
grams. This allows States not only to tailor their programs to the specific needs of 
their citizens, but increases the efficiency of programs. 

Governors and States now have about 40 years experience with Medicaid. It is 
the Nation’s critical safety net health coverage program for low-income individuals 
and families. It covers 40 percent of non-elderly Americans living in poverty. It also 
covers more than 7 million in Medicare of the almost 44 million enrollees, as well 
as 28 million children or 1 in every 4. Finally, it covers long-term care coverage for 
8 million low-income Americans with disabilities and chronic illness. In total, the 
program now covers 53 million Americans and costs about $317 billion in 2005. 

Unfortunately, Medicaid has grown almost 11 percent per year over that last 25 
years. It now totals 23 percent of the average State budget, more than States spend 
on all elementary and secondary education. In States like Tennessee and Missouri 
it constitutes about 35 percent of their State budgets. 

With State revenues growing only about 5-6 percent per year, Medicaid has been 
funded by cutting virtually all other components of State spending. The stark reality 
of this in terms of total State spending is as follows: 

• Between 1988 and 2005, a 17-year period, Medicaid has grown from 11.5 to 22.9 
percent of State budgets. All components of State budgets have been cut to accom- 
modate this increase. 
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• Elementary and secondary education went from 23.9 percent to 21.8 percent, 
while higher education went from 12.8 percent to 10.8 percent over the same period. 
The rest of the cuts came from welfare, economic development, environmental, and 
infrastructure programs. 

Providing health care benefits to all Americans — while critical — is not the only 
challenge facing State governments. The new world marketplace will challenge our 
standard of living. The United States used to compete with high wage, high tech- 
nology countries in the developed world or low wage, low technology countries in un- 
derdeveloped countries. Now the United States competes with high technology, low 
wage emerging nations. Some of these emerging nations are rapidly growing large 
countries — such as India and China — while others are the smaller Pacific Rim coun- 
tries, like Taiwan, Korea, and Singapore. But this list also includes many of the na- 
tions of Eastern Europe and emerging regions in South America as they join the 
world marketplace. 

Some of these countries compete with the United States in the production of man- 
ufacturing goods, from textiles to electronics to automobiles, while others are chal- 
lenging the United States in Web construction, call centers, software development, 
and electronic products. Essentially, the changing world market has eliminated 
most safe havens where a nation’s output and jobs are not threatened by increased 
competition. 

The United States’ ability to compete in this new knowledge-based highly competi- 
tive world economy will depend on its ability to innovate, which in turn depends 
upon the education and training of our workforce. The economic cost of not being 
able to innovate will be reflected in the reduction of real wages and real incomes 
of United States citizens. This may not lead to any crisis in the short term, but re- 
ductions in real wages of 1-2 percent a year over the next decade can have a dra- 
matic impact, particularly on low and middle income Americans. Further, reductions 
in this standard will create tensions among the various groups and societal institu- 
tions. 

While the United States has witnessed cyclical downturns when real wages have 
fallen, the trend over the last 200 years has generally been upward. The choice 
going forward, however, is between reductions in real wages or accelerating the rate 
of innovation. It is not possible to reestablish trade barriers to protect our current 
standard of living. 

In order to compete in the new emerging global marketplace, we have to dramati- 
cally upgrade the education and training of our labor force. To date, our education 
performance has been less than stellar. 

• U.S. 15 year-olds ranked 24 out of 39 countries on the Program for International 
Student Assessment (PISA) of students’ ability to apply mathematical concepts to 
real world problems. 

• In 2004, the U.S. produced 137,000 new engineers while India provided 112,000 
and China produced $352,000 adjusted for quality. 

Mr. Chairman, at this time States spend about one-third of their revenues on 
health care and about one-third on education. However, the double digit growth in 
State health care spending may not be sustained in the future. If the past is a good 
indication of the future, it would be financed by cuts in education. Future cuts in 
education, however, will lead to declines in our standard of living. 

Health care and education are our two major domestic challenges as we go for- 
ward as a nation. It is important to have universal health care or universal access. 
But it is also important to increase our standard of living, which requires additional 
spending on education. Governors are attempting to find the appropriate balance be- 
tween these two challenges. 


Mr. Pallone. Thank you very much. 

Ms. Farrell. 

STATEMENT OF CHRISTINE FARRELL, R.D.H., M.P.A., MEDIC- 
AID POLICY SPECIALIST, MICHIGAN DEPARTMENT OF COM- 
MUNITY HEALTH, MEDICAL SERVICES ADMINISTRATION 

Ms. Farrell. Good morning, Chairman Dingell, Chairman 
Pallone and Ranking Member Deal and the members of the Sub- 
committee on Health. My name is Christine Farrell and I am em- 
ployed with the Michigan Department of Community Health, Medi- 
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cal Services Administration, the agency that administers the Michi- 
gan Medicaid program. For the past 15 years, I have heen the den- 
ta\ policy specialist with the responsibility of managing the Medic- 
aid dental benefit. Since 2000 I have served as the contract man- 
ager for the Healthy Kids Dental program and this is our partner- 
ship with the Delta Dental Plan in Michigan. In addition, I am also 
a part of the dental team. I am a registered dental hygienist. 

Apart from my State role, I also have a national role. I am the 
national chairperson of the Medicaid/SCHIP Dental Association. 
We are an association of dental program managers. As an associa- 
tion, we hope to have a more effective voice for the delivery of oral 
health care to the Medicaid and SCRIP populations since we all 
share the goal of trying to provide access to oral health services for 
our beneficiaries. Medicaid/SCHIP Dental Association has worked 
to promote oral health awareness within our respective programs 
and we are also working with other oral health advocacy groups, 
with the Centers for Medicare and Medicaid Services, the National 
Association of State Medicaid Directors and the National Academy 
for State Health Policy. 

My primary purpose today is to highlight the Michigan Medicaid 
program and how we are addressing the issue of access to oral 
health care for Medicaid beneficiaries under the age of 21 through 
our Healthy Kids Dental program. This is our partnership with 
Delta Dental Plan of Michigan and it began on May 1, 2000, and 
continues today. In 1999, the Michigan Legislature appropriated an 
additional $10.9 million to address the issue of access to oral health 
services for Medicaid beneficiaries, especially those in rural areas. 
As a result of dental taskforce recommendations, Michigan chose to 
use half of these monies to provide infrastructure grants to safety- 
net providers such as community health centers, local health de- 
partments, hospitals and universities. The additional monies went 
to develop a demonstration project similar to our MIChild dental 
program, which is our SCHIP program which provides a dental in- 
surance product to enrollees. We set out to contract with a dental 
insurance carrier to administer the Medicaid dental benefit 
through a statewide network of dental providers, and Delta Dental 
Plan answered that call. 

The Healthy Kids Dental program was implemented on May 1, 
2000, in 22 counties providing access to oral health care services 
for 50,000 Medicaid beneficiaries. The program was expanded to 37 
counties in October 2006 and increased the total beneficiaries to 
over 100,000. On May 1, 2000, the program expanded to an addi- 
tional 22 counties, providing access again to another 50,000 bene- 
ficiaries. Today it is in 59 of our 83 counties. The majority of these 
counties are rural. They have dental care health professional short- 
age areas and have little or no dentist participation in the tradi- 
tional Medicaid program. Some of these counties have no dentists 
or one or two. 

The Healthy Kids Dental program is designed to mirror an em- 
ployer-sponsored plan. By partnering with Delta Dental Plan of 
Michigan, we gained access to their statewide network because ap- 
proximately 95 percent of the dentists in Michigan participate with 
Delta Dental whereas less than 20 percent of the practicing den- 
tists are Medicaid providers. By using this network, we provide an 



47 


immediate benefit to our Medicaid beneficiaries. We offer them 
greater access to dentists and the ability to develop a dental home. 
Another advantage is that they are mainstreamed into the entire 
population of Delta subscribers and they do not have the stigma of 
public assistance, and as long as a dentist participates with Delta 
Dental, they can’t refuse to treat Medicaid beneficiaries. 

While Delta administers the Medicaid dental benefit, the advan- 
tage to their network dental providers is that Delta administers 
the benefit according to their policies and procedures. Providers 
submit claims directly to Delta and receive reimbursement from 
Delta. Initially they were reimbursed at the Delta premier rate, 
which may be commonly referred to as their usual customary 
charge. In January 2006, due to budget considerations. Delta Den- 
tal and the Medicaid program initiated a reimbursement change to 
a fixed fee schedule. While this fixed fee schedule is less than their 
premier rate, it is still higher than our standard Medicaid rate. We 
were initially concerned that this decrease in reimbursement would 
impact the network of participating providers and decrease access. 
This fear was unfounded. We have monitored the provider network 
and we have retained over 86 percent of the participating dental 
providers. We attribute this success to the fact that Delta Dental 
has a strong relationship with their dental network and is a highly 
respected company by the Michigan Dental Association and its 
members. 

We have contracted with a University of Michigan researcher. 
Dr. Stephen Eklund, to assess the results of the Healthy Kids Den- 
tal program and we have just released a study showing that 5 
years of operation where it shows that dental visits are 50 percent 
higher for children enrolled in the Healthy Kids Dental program 
compared to our traditional Medicaid dental program. Additional 
results show that travel distance has also been cut in half from the 
traditional Medicaid beneficiary experience. In addition, many 
Healthy Kids dental beneficiaries have established a dental home 
and are developing routine dental recall patterns. The results are 
impressive and we are very excited about them. 

In addition. Delta Dental Plan recently conducted a survey of 
Healthy Kids Dental participants and the majority of them are also 
satisfied. 

The goal of the Healthy Kids Dental program is to increase ac- 
cess to oral 

Mr. Pallone. Ms. Farrell, I am going to have to ask you to sum- 
marize too. 

Ms. Farrell. Oh, I am sorry. 

We think we have demonstrated success and Michigan would 
welcome additional Federal assistance to assist us in further ex- 
panding the Healthy Kids Dental program and we are in challeng- 
ing economic times and we continue to look at innovative ways to 
increase our oral health care access. 

[The prepared statement of Ms. Farrell follows:] 

Testimony of Christine Farrell 

Good morning Chairman Dingell, Chairman Pallone, Ranking Member Deal and 
the members of the Subcommittee on Health. 
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My name is Christine Farrell and for the past 19 years I have been employed by 
the Michigan Department of Community Health, Medical Services Administration 
(the agency that administers the Michigan Medicaid Program). For the past 15 
years, I have been the dental policy specialist with the responsibility of managing 
the Medicaid dental benefit. Since 2000, I have served as the contract manager for 
the Healthy Kids Dental program; this is our partnership with the Delta Dental 
Plan of Michigan. 

Apart from my State role, for the past 3 years, I have been the national chair- 
person of the Medicaid/SCHIP Dental Association (MSDA). This association was 
formed 3 years ago at the National Oral Health Conference by Medicaid and SCHIP 
dental program managers. As an association, we hope to have a more effective voice 
for the delivery of oral health care to the Medicaid and SCHIP populations. Our 
mission is to provide a support system and promote collegiality among State Medic- 
aid and SCHIP programs since we all share the goal of tr3dng to provide access to 
oral health services for our beneficiaries. Since forming this association, the MSDA 
has worked to promote oral health awareness and to increase access to oral health 
services for Medicaid and SCHIP beneficiaries within our respective State programs, 
with the Centers for Medicare and Medicaid Services (CMS) Chief Dental Officer, 
with national policy groups such as the National Association of State Medicaid Di- 
rectors (NASMD), the National Academy for State Health Policy (NASHP), and 
other oral health advocacy groups. Our Association seeks the opportunity to provide 
State and national leadership in the development of Medicaid/SCHIP oral health 
policy, encourage innovation and collaboration among State Medicaid programs, and 
to promote the integration of oral health and primary care in Medicaid/SCHIP pro- 
grams. 

My primary purpose today is to highlight the Michigan Medicaid Program and 
how we are addressing the issue of access to oral health care for Medicaid bene- 
ficiaries under the age of 21 through our Healthy Kids Dental program. The 
Healthy Kids Dental program is our partnership with the Delta Dental Plan of 
Michigan. This partnership began on May 1, 2000 and continues today. 

In 1999, the Michigan legislature appropriated an additional $10.9 million dollars 
to address the issue of access to oral health services for Medicaid beneficiaries, espe- 
cially those in rural areas. As the result of Dental Task Force recommendations, 
Michigan chose to use half of the monies to provide infrastructure grants to safety- 
net providers, such as community health centers, local health departments, hos- 
pitals and universities. The additional monies went to develop a demonstration 
project similar to the MIChild dental program (Michigan’s SCHIP program) which 
provides a dental insurance product to enrollees. We (Medicaid) sent out a proposed 
bulletin announcing the intent to contract with a dental insurance carrier to admin- 
ister the Medicaid dental benefit through a statewide network of dental providers. 

The Healthy Kids Dental program was implemented on May 1, 2000, in 22 coun- 
ties providing access to oral health care services for 50,000 Medicaid beneficiaries 
under the age of 21. The program was expanded to 37 counties in October, 2006, 
and increased the total beneficiaries enrolled to over 100,000 enrollees. On May 1, 
2006, the program expanded to an additional 22 counties providing access to an- 
other 50,000 beneficiaries. Today, it is in 59 of the 83 Michigan counties providing 
access to oral health care services for over 200,000 beneficiaries. The majority of 
these counties are rural, are Dental Care Health Professional Shortage Areas, and 
have little or no dentist participation in the traditional Medicaid Program. 

The Healthy Kids Dental program is designed to mirror an employer-sponsored 
plan. By partnering with Delta Dental Plan of Michigan, we have gained access to 
their statewide network. Approximately 95% of the practicing dentists in Michigan 
participate with Delta Dental whereas, less than 20% percent of the practicing den- 
tists are Medicaid providers. By using this network, we provide an immediate bene- 
fit to our Medicaid beneficiaries by offering them greater access to dentists and the 
ability to develop a dental home. Another advantage for the beneficiaries is that 
they are mainstreamed into the entire population of Delta subscribers by receiving 
a Delta Dental card; they do not have the stigma of public assistance. As long as 
the dentist participates with Delta Dental, they cannot refuse to treat Medicaid 
beneficiaries unless the office is closed to all new patients. 

While Delta administers the Medicaid dental benefit, the advantage to their net- 
work dental providers is that Delta administers the benefit according to their poli- 
cies and procedures, providers submit claims directly to Delta and receive reim- 
bursement from Delta. Initially, the dentists were reimbursed at the Delta Premier 
rate (may be commonly referred to as their Usual & Customary Charge). In January 
2006, due to budget considerations. Delta Dental and the Medicaid Program, initi- 
ated a reimbursement change from the Premier rate to a fixed fee schedule. While 
this fee schedule is less than the Premier rate, the rate is still higher than the 
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standard Medicaid fee schedule. We (both Medicaid and Delta Dental) were initially 
concerned that this decrease in reimbursement would impact the network of partici- 
pating providers and decrease access. This fear was unfounded. We have monitored 
the provider network and have retained over 86% of the participating dental provid- 
ers. We attribute this success to the fact that Delta Dental has a strong relationship 
with their dental network and is a highly-respected company by the Michigan Den- 
tal Association and its members. 

A University of Michigan researcher, Dr. Stephen A. Eklund, was contracted to 
assess the results of the Healthy Kids Dental program. A study using data from the 
first 5 years of operation has just been completed and the results are impressive. 
Results show that dental visits are 50 percent higher for children enrolled in the 
Healthy Rids Dental program compared to children enrolled in the traditional Med- 
icaid dental program. Additional results show that the travel distance for bene- 
ficiaries has been cut in half from traditional Medicaid experience. The median dis- 
tance traveled is 7.6 miles for Healthy Kids Dental beneficiaries, whereas bene- 
ficiaries in the traditional Medicaid Program normally travel twice that distance. In 
addition, many Healthy Kids Dental beneficiaries have established a dental home 
and are developing routine dental recall patterns. The results of the study are im- 
pressive and we (both Medicaid and Delta Dental) are excited about them. It dem- 
onstrates that the partnership with Delta Dental is working. 

In addition. Delta Dental Plan recently conducted a survey of Healthy Kids Den- 
tal participants. Of the respondents, nearly 99 percent are satisfied with the pro- 
gram and 92 percent indicated that their child’s health has improved due to the 
Healthy Kids Dental program. 

In 2004, the American Dental Association designated the Healthy Rids Dental 
program as one of five national models for improving access to oral health services 
for Medicaid beneficiaries. 

The goal of the Healthy Kids Dental program is to increase access to oral health 
services for Medicaid beneficiaries and to eliminate barriers. We believe that the 
program has accomplished this goal through our partnership with Delta Dental Plan 
of Michigan. We have addressed the three most common complaints typically re- 
ported about the Medicaid Program: low reimbursement rates, administrative bur- 
den and beneficiary no-show rates. We have also improved the health of the bene- 
ficiaries by crafting a new model that is working in Michigan. 

While this program has demonstrated success, Michigan would welcome addi- 
tional Federal assistance to assist us in further expanding the Healthy Kids Dental 
program statewide. We are in challenging economic times in Michigan and we con- 
tinue to look at innovative ways to improve access to oral health care. Additional 
Federal support would assist Michigan, and other States, in crafting solutions to im- 
prove and expand access to this critical benefit for children. 


Mr. Pallone. Thank you. I would also say you can submit your 
full statement for the record too. We are just trying to get you to 
summarize your comments within the minutes or so. 

Next is Dr. Mosca. 

STATEMENT OF NICHOLAS G. MOSCA, D.D.S., CLINICAL PRO- 
FESSOR OF PEDIATRIC AND PUBLIC HEALTH DENTISTRY, 

UNIVERSITY OF MISSISSIPPI SCHOOL OF DENTISTRY 

Dr. Mosca. Good morning, Mr. Chairman and members of the 
committee. My name is Dr. Nicholas Mosca. I am clinical professor 
of pediatric and public health dentistry at the University of Mis- 
sissippi School of Dentistry and also serve as State dental director 
for Mississippi. It is an honor to testify on behalf of two organiza- 
tions, the American Dental Education Association, which rep- 
resents over 21,000 members at more than 120 academic dental in- 
stitutions including 56 schools of dentistry in 34 States, the Dis- 
trict of Columbia and Puerto Rico, and the American Association 
for Dental Research, which represents 5,000 individual and 100 in- 
stitution members. 

Each year about 4,500 pre-doctoral dental students graduate 
from dental school. Fourteen thousand dental hygienist students 
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graduate. Eight thousand dental assistants and 800 dental labora- 
tory technologists graduate. Many of these students are trained in 
clinical environments where dental care is provided to underserved 
low-income populations including individuals covered by Medicaid 
and the State Children’s Health Insurance Program. 

Let me share with you, as did New Mexico, Utah and California, 
a snapshot of Mississippi. During the 2004-05 school year, 7 in 10 
third-grade children experienced tooth decay. Two in five had un- 
treated dental disease, and 1 in 10 had urgent need for dental care, 
which means that over 3,800 children had urgent need for care. Al- 
most twice as many African-American children were in need of ur- 
gent care because of pain or infection. 

On March 23, at a Head Start program in Clarksdale, Mis- 
sissippi, the birthplace of the blues, I saw a 4-year-old child with 
an acute dental abscess. We have all been talking about the un- 
timely death of Diamonte Driver but let me also share another ex- 
ample of an access issue. A week ago in USA Today, it was re- 
ported that a routine dental visit revealed a cancerous tumor in the 
mouth of North Carolina football coach Butch Davis. Coach Davis 
is now undergoing chemotherapy for non-Hodgkin’s lymphoma. His 
access to oral health care in combination with dental insurance 
played a critical role in saving his life. These two examples reveal 
opposing sites of access to dental care in America. One individual 
lacked consistent care while the other was well insured and had 
timely care. 

Once upon a time, access to dental care meant the removal of 
bad teeth and the fabrication of dentures. Dental care is no longer 
akin to making hearing aids or eyeglasses. In other words, we must 
work to prevent most infection and pain from occurring in the first 
place. Healthy adult mouths have 32 teeth which are supplied by 
blood vessels, just like our fingers. How can we afford to allow our 
children’s fingers to become infected? How many fingers could you 
afford to lose? The real tragedy is that we know how to prevent 
most tooth decay in most populations. We only need to act on our 
knowledge. 

Prevention of disease such as by public water fluoridation or 
school-based dental sealant programs is essential to contain the 
higher costs associated with care. Children who receive early pre- 
ventive care are more likely to continue using prevention services 
and those who wait to visit a dentist are more likely to have a cost- 
ly health problem or require an emergency room visit. 

Our U.S. academic dental institutions act to mitigate these emer- 
gency room visits by serving as safety-net providers to provide com- 
prehensive care at reduced costs and we serve racially and eth- 
nically diverse populations including low-income, elderly, migrant 
individuals, home-bound individual, mentally, medically and phys- 
ical disabled individuals. As providers of services to underserved 
populations, academic dental institutions may also enhance Gov- 
ernment initiatives to expand access to prevention and dental care. 
Schools can work with State oral health programs to support 
school-based dental programs, sealant programs, and schools can 
conduct research to evaluate the dental workforce capacity needed 
to adequately serve those in Medicaid, Ryan White HIV dental clin- 
ics and other public assistance programs. 
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Here are some fairly straightforward ways in which Congress can 
immediately act to enhance access to vital preventive and restora- 
tive services. We urge Congress to adopt the following rec- 
ommendations for the reauthorization of the SCRIP program, es- 
tablish a Federal guarantee for dental coverage in SCRIP, develop 
a dental wraparound benefit in SCRIP, facilitate ongoing outreach 
efforts to enroll all eligible children in SCRIP and Medicaid, and 
ensure reliable data reporting on dental care in SCRIP in Medic- 
aid. We further urge Congress to ensure that there is adequate 
funding of the Federal programs that increase access to oral health 
care and improve oral health infrastructure and dental research 
and bolster the oral health care workforce for the Nation. You al- 
ready had many of these programs named and so I just want to re- 
iterate that we know how to prevent most disease in most popu- 
lations. We only have to act on this knowledge. 

Thank you, and I am happy to field any questions that you may 
have. 

[The prepared statement of Dr. Mosca follows:] 

Statement of Nicholas G. Mosca, D.D.S. 

Mr. Chairman and members of the committee, I am Dr. Nick Mosca, Clinical Pro- 
fessor of Pediatric and Public Health Dentistry at the University of Mississippi 
School of Dentistry and Dental Director for the State of Mississippi. I am a member 
of the American Dental Education Association (ADEA) and the American Associa- 
tion for Dental Research (AADR). This morning I am testif 3 dng on behalf of both 
organizations. 

The ADEA represents over 120 academic dental institutions as well as all of the 
educators, researchers, residents and students training at these institutions and 
AADR represents over 5,000 individual members and 100 institutional members. 
The joint mission of ADEA and AADR is to enhance the quality and scope of oral 
health, advance research and increase knowledge for the improvement of oral 
health, and increase opportunities for scientific innovation. Academic dental institu- 
tions play an essential role in conducting research and educating and training the 
future oral health workforce. These institutions provide dental care to underserved 
low-income populations, including individuals covered by Medicaid and the State 
Children’s Health Insurance Program. 

I thank the committee for this opportunity to testify about access to oral health 
care, the role academic dentistry plays in providing care for underserved popu- 
lations and the role we play in educating a competent and diverse oral health care 
workforce for the Nation. 

Preventive Care is Essential to Eradicate Oral Health Disparities and Contain 
Costs 

Americans spend millions of dollars annually in treatment of dental caries (cav- 
ities) and tooth restoration. Despite tremendous improvements in the Nation’s oral 
health over the past decades, the benefits have not been equally shared by millions 
of low-income and underserved Americans. 

As the Surgeon General’s report on oral health in America told us 7 years ago, 
there are "profound and consequential oral health disparities within the popu- 
lation," particularly among racial and ethnic minorities, rural populations, individ- 
uals with disabilities, the homeless, immigrants, migrant workers, the very young, 
and the frail elderly." At the time of publication of the Surgeon General’s Report 
there were 108 million Americans lacking dental insurance, of which 23 million 
were children. 

Children in households below 200 percent of poverty have three times the tooth 
decay of children from affluent homes. Their disease is more advanced and is less 
likely to be treated. Eighty percent of untreated dental caries (tooth decay) is iso- 
lated in roughly 25 percent of children. The majority of these children are from low- 
income and other vulnerable groups — the same groups that rely upon public health 
programs for their care. Most adults, particularly as they age show signs of peri- 
odontal or gingival disease. Eourteen percent of people age 45 to 54 have severe pe- 
riodontal disease and that number grows to almost a quarter (23 percent) for people 
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age 65 to 74. Tragically one-third of adults (30 percent) are completely toothless 
(edentulous). 

Access to oral health care can be a matter of life and death. Those of us who read 
the Washington Post were reminded of that recently with the untimely death of 
Deamonte Driver, a 12-year-old boy with an abscessed tooth, part of an uninsured 
and sometimes homeless family whose Medicaid coverage had lapsed. Deamonte’s 
tooth infection spread to his brain. After two brain surgeries and six weeks in the 
hospital (and tens of thousands of dollars in medical expenses), he died. A week ago 
USA Today reported that a routine dental visit revealed a cancerous tumor in the 
mouth of North Carolina football coach Butch Davis. Coach Davis is now undergoing 
chemotherapy for non-Hodgkin’s lymphoma. His access to oral health care, in com- 
bination with dental insurance played a critical role in saving his life. 

America’s most prevalent infectious disease is dental decay (caries) for all ages. 
It is five times more common than asthma and seven times more common than hay 
fever in children. Early childhood caries is dental decay found in children less than 
5 years of age. It is estimated that 2 percent of infants 12-23 months of age have 
at least 1 tooth with questionable decay whereas 19 percent of children 24-60 
months of age have early childhood caries in the United States. ^ 

Preventative care is essential to contain costs associated with oral health care 
treatment and delivery. Children who have early preventive dental care are more 
likely to continue using preventive services. Those who wait to visit a dentist are 
more likely to visit for a costly oral health problem or emergency. The average cost 
for a dental visit before age one was $262. This doubled to $546 when a child’s first 
visit wasn’t until ages 4 to 5 ^ 

Dental caries is a chronic, infectious disease process that occurs when a relatively 
high proportion of bacteria within dental plaque begin to damage tooth structure. 
If caries can be diagnosed before irreversible loss of tooth structure occurs, it can 
be reversed using a variety of approaches that “remineralize” the tooth. In addition 
to improved diagnostics, researchers are working to develop a vaccine to prevent 
tooth decay while others use new methods to specifically target and kill the decay- 
causing bacteria. 

Academic Dental Institutions and Access to Care 

U.S. academic dental institutions (dental schools, allied dental programs and 
postdoctoral/advanced dental education programs) are safety net providers increas- 
ing access to care. These institutions are dental homes for a broad array of racially 
and ethnically diverse patients including low-income non-elderly and elderly individ- 
uals; migrant individuals; homebound individuals; mentally, medically or physically 
disabled individuals; institutionalized individuals; HIV/AIDS patients; Medicaid and 
SCHIP children and uninsured individuals. 

All U.S. dental schools operate dental clinics and most have affiliated satellite 
clinics where preventative and comprehensive oral health care is provided as part 
of the educational mission. All dental residency training programs provide care to 
patients through dental school clinics or hospital-based clinics. Additionally, all den- 
tal hygiene programs operate on-campus dental clinics where classic preventive oral 
health care (cleaning, radiographs, fluoride, sealants, nutritional and oral health in- 
struction) can be provided 4-5 days per week under the supervision of a dentist. 
All care provided is supervised by licensed dentists as is required by State practice 
acts. All dental hygiene programs have established relationships with practicing 
dentists in the community for referral of patients. Millions of dollars of uncompen- 
sated care are provided by academic dental institutions each year. 

As major providers of services to underserved populations, academic dental insti- 
tutions also play a major role in enhancing private sector initiatives that support 
expanded access to dental care. They support school-based sealant programs that re- 
duce the incidence of tooth decay in children; and they evaluate the dental work- 
force capacity needed to adequately serve those in Medicaid, Ryan White HIV/AID 
clinics and other public assistance programs. 

Educating the Nation’s Oral Health Care Workforce 

Oral health care is important for all Americans including those living in inner cit- 
ies and in rural underserved areas. There are presently more than 3,400 designated 
dental health profession shortage areas, in which 45.3 million people live. It is 


1 “Early Preventive Dental Visits: Effects on Subsequent Utilization and Costs,” Matthew F. 
Savage, DDS, MS, Jessica Y. Lee, DDS, MPH, PhD, Jonathan B. Kotch, MD, MPH, and William 
F. Vann, Jr., DMD, PhD, Pediatrics Vol. 114, No. 4, October 2004. 

2 Ibid 
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doubtful that many of these areas can financially support a dentist or attract a den- 
tist by virtue of their infrastructure or location. But the issue remains. There are 
unserved and underserved communities and populations, as well as a growing desire 
in society to have equitable access to health care and dental care for all. The chal- 
lenge to dentistry is not only to expand the capacity of the dental workforce; it must 
also improve its distribution and access to oral health care. In order to achieve these 
objectives it is the mission of academic dental institutions to educate and train the 
U.S. dental health care workforce. 

Predoctoral Dental Education. Upon successfully completing dental school and 
passing a State licensure exam graduates may enter private practice as general den- 
tists. Graduate also have the option to pursue advanced and specialty training. 

At the present time about 4,500 predoctoral dental students graduate annually 
after 4 years of dental school. The high water mark for dental student enrollment 
occurred in the late 1970’s with 6,300 students. Enrollment increased during the 
1960’s and 1970’s due to surges in both the baby boomers coming of college age and 
the percent of college age adults enrolling in college. Also, there was broad support 
for expanding the number of health care providers during that time which led to 
Federal student loan and scholarship programs, as well as Federal construction and 
capitation grants to schools to support enrollment increases. Then during the late 
1970’s and through the 1980’s there were declines in enrollment which can be at- 
tributed to a strongly voiced perception of an oversupply of dentists, periods of eco- 
nomic inflation and stagnation, and termination of Federal support for further ex- 
pansion in the numbers of health care providers. During the mid-1990’s, applicants 
to dental school increased as dentistry was once again perceived to be a challenging 
and financially rewarding profession. However, enrollment increased only slightly. 
It should be noted that there is limited capacity within the current dental education 
infrastructure to accommodate much of an enrollment increase. And until recently, 
there was not support or need to do so nationally. 

At the present time there are 56 U.S. dental schools in 34 States, the District of 
Columbia and Puerto Rico. Growing demand for dental care in certain areas of the 
country has precipitated the opening of six new dental schools. In 2003 the Arizona 
School of Health Sciences, the University of Nevada Las Vegas in 2002, and the 
Nova Southeastern University in Florida in 1997. In near future East Carolina Uni- 
versity in Greenville, North Carolina plans to open a dental school with a focus on 
rural dentistry. The school plans to operate 10 student dental clinics in under- 
served communities throughout the State enrolling 50 students per class. Mid- 
western University in Glendale, Arizona will open a dental school in August 2008 
with an enrollment of 100 students per class. The dental school is part of 
Midwestern’s expansion plan to address the State of Arizona’s health care workforce 
shortages. Western University of Health Sciences in Pomona, California plans to 
open a dental school in the next few years. The University is in the preliminary 
phase of the accreditation process. 

Prior to these openings, significant growth took place from 1960-1978 with the 
number of dental schools increasing from 47 to 60. This increase of 13 was during 
a time of Federal construction grants and a widely perceived need to expand the 
number of all health care professionals, including dentists. Between 1986-2001, 
seven dental schools closed, all private or private/State-related dental schools. 

Dental Residency Training. Approximately 2,800 new graduates and other den- 
tists who have been in practice choose to specialize or advance their training in gen- 
eral dentistry by enrolling in dental residency training programs. There are nine 
recognized dental specialties: oral surgery, oral radiology, oral pathology, 
orthodontics, endodontics, periodontics, pediatric dentistry, dental public health as 
well as two programs in general dentistry, general practice residency and advanced 
education in general dentistry. Dental residency training programs last from a mini- 
mum of 14 months for Dental Public Health up to maximum of 54 months for oral 
surgery. Dental residency programs increase access to oral health care for a broad 
array of patients. Dentists may not practice a dental specialty without having suc- 
cessfully completed the required training. 

In 1995, the Institute of Medicine called for the creation of a number of graduate 
dental education residency positions sufficient to accommodate all graduates by 
2005. In 1999, the Journal of Dental Education published a series of articles in a 
special issue that set forth a focused and compelling rationale for a mandatory, post- 
graduate year of dental residency education (PGY-1). The most recent call for a 
PGY-1 was in December 2006 at the ADEA Summit on Advanced Dental Education. 
Delaware has long required a residency before dentist could begin practice in the 
State. Beginning this year the State of New York requires a PGY-1 for initial licen- 
sure. 
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Allied Dental Education There are about 300 dental hygiene programs in all 50 
States and the District of Columbia. Most dental hygiene programs grant an associ- 
ate degree, others offer a certificate, a bachelor’s degree, or a master’s degree. Den- 
tal hygienists rank among the fastest growing occupations. Each State has its own 
specific regulations regarding dental hygiene responsibilities thus services provided 
varies from State to State. Nearly 13,900 dental hygienists graduate annually. 

There are 272 dental assisting programs located in 47 States and Puerto Rico. 
Dental assistants enhance the capacity of a dental office to treat patients by assist- 
ing dentists with a variety of treatment procedures. About 8,000 dental assistants 
graduate each year. 

Eight hundred students graduate annually from the 20 dental laboratory tech- 
nology programs located in 16 States. These individuals create replacements for nat- 
ural teeth and corrective devices; fabricate dentures, bridges, crowns and ortho- 
dontic appliances and work with a variety of materials such as waxes, plastics, pre- 
cious and non-precious alloys, porcelains and others to fabricate dental restorations 
and tooth replacements. 


Medicaid and SCHIP 

More than 9 million children lack medical insurance and 23 million children lack 
dental insurance. Medicaid plays a critical role in children’s access to dental serv- 
ices. In fact, Medicaid pays for 25 percent of all dental expenses for children under 
6 years of age. Also, Medicaid covered 66 percent of the dental expenses incurred 
for all people with public insurance. 

All 25 million children in Medicaid under age 21 are eligible for needed dental 
care through the Early Periodic Screening, Diagnosis and Treatment program 
(EPSDT). Dental services were among the first three preventive health care services 
included in EPSDT. Although all children enrolled in Medicaid qualify for EPSDT 
services, less than one in four children on Medicaid receive them. 

State Medicaid programs are required to ensure that dental services are available 
and accessible and to provide services if a problem is identified that requires treat- 
ment. States must also inform Medicaid-eligible persons about the availability of 
EPSDT services and assist them in accessing and utilizing these services. Services 
include regular screenings and dental referrals for every child at regular intervals 
meeting reasonable standards of dental practice established by States in consulta- 
tion with the dental profession. States must provide, at a minimum, services that 
relieve pain and infection, restore teeth, and maintain dental health. 

The State Children’s Health Insurance Program (SCHIP) plays a critical role in 
providing access to dental care for covered children. Although States have the option 
to include dental coverage (presently all States have some level of dental benefits) 
the fact that they do so is a significant factor in a parent’s decision to enroll their 
children in SCHIP. 

As Congress deliberates the reauthorization of the SCHIP, ADEA/AADR urges 
Congress to immediately enact legislation that would enhance SCHIP insurance cov- 
erage and enhance access to dental care. We recommend that Congress enact follow- 
ing recommendations to improve the system of care: (1) Establish a Federal guaran- 
tee for dental coverage in SCHIP; (2) Develop a dental wrap-around benefit in 
SCHIP; (3) Facilitate ongoing outreach efforts to enroll all eligible children in 
SCHIP and Medicaid; and (4) Ensure reliable data reporting on dental care in 
SCHIP and Medicaid. 

Dental care for adults under Medicaid is optional. As a result, many States often 
reduce or eliminate funding for adult dental programs during difficult economic 
times 

Today, most States have caps or limits on spending for adult oral health and den- 
tal services. Forty-one States offer only emergency care. As States begin to recover 
from the recent economic recession, some are reinstating limited oral health and 
dental services for adults; however, only a relatively few States provide comprehen- 
sive adult services. For many Medicaid-eligible adults this is the only insurance cov- 
erage they have for oral health and dental care. 

Federal Programs That Help To Address Oral Health Workforce Issues 

The Dental Health Improvement Act, a Federal grant program for States, award- 
ed the first 18 grants to States last October to help develop innovative dental work- 
force programs. The first grants are being used for a variety of initiatives including: 
increasing hours of operation at clinics caring for underserved populations, recruit- 
ing and retaining dentists to work in these clinics, prevention programs including 
water fluoridation, dental sealants, nutritional counseling, and augmenting the 
State dental offices to coordinate oral health and access issues. 
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The Title VII General and Pediatric Dentistry Programs are essential to building 
the primary care dental workforce are effective in increasing access to care for vul- 
nerable populations including patients with developmental disabilities, children and 
geriatric patients. These primary care dental residency programs generally include 
outpatient and inpatient care and afford residents with an excellent opportunity to 
learn and practice all phases of dentistry including trauma and emergency care, 
comprehensive ambulatory dental care for adults and children under the direction 
of experienced and accomplished practitioners. 

The Centers for Disease Control and Prevention Oral Health Program expands 
the coverage of effective prevention programs by building basic capacity of State oral 
health programs to accurately assess the needs in their State, organize and evaluate 
prevention programs, develop coalitions, address oral health in State health plans, 
and effect allocation of resources to the programs. CDC provides technical assistance 
to States that is essential to help oral health programs build capacity. 

Congress designated dental care as a “core medical service” when it reauthorized 
the Ryan White Modernization and Treatment Act in 2006. Seventy-five percent of 
the funding for titles I and II must be devoted to core medical services. This should 
result in many more afflicted patients receiving the dental care they need. The Den- 
tal Reimbursement Program provides access to quality dental care to people living 
with HIV/AIDS while simultaneously providing educational and training opportuni- 
ties to dental residents, dental students, and dental hygiene students who deliver 
the care. The Dental Reimbursement Program is a cost-effective Federal/institu- 
tional partnership that provides partial reimbursement to academic dental institu- 
tions for costs incurred in providing dental care to people living with HIV/AIDS. The 
Community-Based Dental Partnership Program fosters partnerships between dental 
schools and communities lacking academic dental institutions to ensure access to 
dental care for HIV/AIDS patients living in those areas. 

The under representation of minorities poses a challenge to the U.S. health care 
workforce, including dentistry, especially as immigration trends contribute to in- 
creased numbers of minorities in the population. Title VII Diversity and Student 
Aid programs play a critical role in helping to diversify the health professions stu- 
dent body and thereby the health care workforce. Of paramount importance are the 
Health Careers Opportunity Program, the Centers of Excellence and the Scholar- 
ships for Disadvantaged Students. These programs are key drivers in recruiting and 
retaining students in the health professions. For the last few years these grant pro- 
grams have not enjoyed an adequate level of support to sustain the progress that 
is necessary to meet the challenges of an increasingly diverse U.S. population. 

Academic Dental Institutions Recommendations 

Oral disease affects individuals, families, the community and society. Poor oral 
health can lead to pain and infection, missed work or school and disruptions of vital 
functions such as speech and eating, and other productive activities. Oral disease 
not only poses a risk to general health it can complicate other existing medical con- 
ditions. 

While dental care demands are higher than many other health care demands, 
many people in the U.S. do not receive basic preventive dental services and treat- 
ment. Most oral diseases are preventable if detected and treated promptly. Yet mil- 
lions of Americans face unacceptable conditions in oral health living daily with pain 
and disability without treatment. The major reason for not obtaining dental services 
is financial. Since few oral health problems in their early stages are life-threatening, 
people often delay treatment for long periods of time. Often, it is hospital emergency 
rooms to which they turn once they can no longer stand the pain or their condition 
has worsened to the point where they can no longer postpone treatment. 

ADEA/AADR urges Congress to adopt our SCHIP recommendations as set forth 
in this testimony that will greatly enhance access to vital preventive and restorative 
oral health care services: (1) Establish a Federal guarantee for dental coverage in 
SCHIP; (2) Develop a dental wrap-around benefit in SCHIP; (3) Facilitate ongoing 
outreach efforts to enroll all eligible children in SCHIP and Medicaid; and (4) En- 
sure reliable data reporting on dental care in SCHIP and Medicaid. 

Furthermore, we urge Congress to ensure adequate funding of the Federal pro- 
grams outlined above, namely Medicaid and SCHIP, the Dental Health Improve- 
ment Act, Title VII General and Pediatric Dentistry Programs, the Centers for Dis- 
ease Control and Prevention Oral Health Program, the Ryan White Modernization 
and Treatment Act and the title VII diversity and student aid programs which in- 
clude the Health Careers Opportunity Program, the Centers of Excellence and the 
Scholarships for Disadvantaged Students. 
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Mr. Pallone. Thank you, Dr. Mosca. 

Dr. Corbin. 

STATEMENT OF STEPHEN B. CORBIN, D.D.S., M.P.H., SENIOR 

VICE PRESIDENT OF CONSTITUENT SERVICES AND SUP- 
PORT, SPECIAL OLYMPICS INTERNATIONAL 

Dr. Corbin. Good morning, and thank you again for having us 
here to share information on a very important topic, and a lot of 
verbal and written information will come across these tables and 
it will go into the record, but I think it is important that we get 
back to what this is all about. If you look to your left or your right 
and you see on your screen, you will see examples of very serious 
early dental infections in young children, as young as 3 or 4 all the 
way up to 6 or 7. So at the end of the day Diamonte Driver is a 
statistic, a dead child who should still be alive, and again, he is not 
the exception. There are many children out there that have these 
problems. 

There is one barrier we need to get over right in the beginning 
and it is not micromanaging the reimbursement levels or anything 
like that. It is a conceptual barrier. A decade ago, C. Everett Koop 
said if you don’t have oral health, you are not healthy. Medical and 
dental science over the past decade has advanced and shown that 
Dr. Koop was indeed right and we know that to be the case today. 
At the same time, 15 years ago, I heard for the first time in a State 
legislature this quote, or this is a paraphrase that is close to a 
quote: sure, it would be nice to save the dental program but let us 
face it, no one really dies from a toothache. This was not a single 
legislature. This is going on over and over, over the past 15 years, 
and it really strikes the contrast, the balance about is dentistry 
about filling holes in teeth that happen and can happen now or a 
year from now or is it about ongoing health care and well-being for 
children, adolescents and adults, and I think you will agree with 
me, it is the latter. There are many points along the way where 
we could have intervened in the death march that took Diamonte 
Driver to a way-too-premature end to his life. 

I am a board-certified public health dentist. It is a rare breed. 
You won’t find another one probably within — oh, other than Burt. 
Are you certified? I don’t know. I work with Special Olympics Inter- 
national. We have a global health program now. We have a global 
health program because the people who work in health and not 
sports were not getting the job done for our population. We do 
130,000 free health screenings a year. We have a program called 
Special Olympics Special Smiles and based on 5,500 screenings of 
our athletes, half of whom are under the age of 21, consider these 
statistics. Twelve percent report pain in their mouths at the time 
we are doing the screening. More than a third have obvious signs 
of gingival infection. That means when you look at it, you can see 
it. You don’t need a microscope. A fourth have obvious dental 
decay. No X-rays, no taking a sharp pick and sticking it into the 
tooth. You look and you see it. A quarter are missing teeth. Miss- 
ing teeth, that is a reflection of a lack of continuous comprehensive 
and early preventive and treatment care. Most of them, at least 
half, have dental plaque that leads to oral infections of the soft and 
hard tissues. Too many families say that they just don’t have ac- 



57 


cess to regular dental care for their children. One of ten of their 
children is in need of urgent care. 

We have also done some research into the issue of training 
health professionals, physicians and dentists. We did a national 
survey of dental and medical schools and post-graduate programs. 
The vast majority of dental and medical students say they don’t 
feel prepared to deal with the population of intellectual disabilities 
when they graduate, and half or more of the deans tell us their stu- 
dents are not prepared to treat this population when they grad- 
uate, so that obviously begs the question of what needs to be done 
in terms of professional education. 

One of my most recent disappointments, a year and a half ago, 
we started a Web-based provider directory where providers could 
self-identify as willing to speak to people with intellectual disabil- 
ities or their parents about care, not a guarantee of treatment, not 
a guarantee of price, just the willingness to speak about care. 
There are well over a million health professionals in the United 
States and over 150,000 dentists in the United States. We con- 
tacted the organizations in writing. We followed up by telephone 
calls. We got a few articles in some magazines and journals but I 
got to say, a year and a half later it is one of my greatest dis- 
appointments. Less than 1,000 people have signed up for this mul- 
tidisciplinary provider Web site out of well over a million providers, 
and I think at last count there was about 258 dentists that had 
registered for this. This is certainly very, very disappointing for a 
family who has a child with an intellectual disability. 

Now, if I could show you one more picture here. 

[Slide] 

This is Mr. James Pearce. He is from Kentucky. He showed up 
at a clinic in Lexington, Kentucky, looking like what he looks like 
on the left. That reflects obvious dental disease, and even up on the 
screen you don’t have to be a specialist to see that there are some 
serious problems there, infected teeth, missing teeth, grossly in- 
fected soft tissues. James is ill. He has swelling around the eye 
there. James in that picture is barely alive to a lot of people, and 
James in that picture on the left is somebody who is not going to 
be out in the front working in a business serving customers but 
thanks to Dr. Henry Hood, a developmental medicine dentist who 
took James on, they were able to do a very good job of dealing with 
James’ dental needs. As I said, he has a moderate intellectual dis- 
ability. James is doing very well now. James can stand out in front. 
James is somebody who you could say, I could be a friend to James. 
So I think you can see that what happened on the left didn’t hap- 
pen overnight. That started clearly in his youth, went through his 
adolescence, young adulthood and that is what we get. And this is 
one of the problems with this population. 

Mr. Pallone. I am going to have to ask you to wrap up again 
because you are over a minute too. 

Dr. Corbin. Then I will wrap up and say I endorse many of the 
recommendations that I have heard here about how we can main- 
tain an enhanced coverage for this population. 

One thing I would really like you to look into is tell me why peo- 
ple with ID are not considered by the Federal Government to be 
a medically underserved population and tell me why when a person 
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with intellectual disability in the fifth-grade intellectual level gets 
kicked out of the EPSDT program when that person turns 21 . It 
makes absolutely no sense. 

[The prepared statement of Dr. Corbin follows:] 

Testimony of Stephen Corbin 

“Sure, it would be nice to save the dental program, but, let’s face it: No one really 
dies from a toothache.” I start out my testimony today paraphrasing a common 
misperception that State legislatures have debated over the past three decades 
about Medicaid dental programs. As you will see, this statement is both prescient 
and false and underlies much of what is wrong with public dental programs in the 
country today. 

Good morning. I am Dr. Stephen Corbin, senior vice president for Constituent 
Services and Support at Special Olympics International. I am honored to be invited 
to participate in this important hearing on access to dental care. This is a matter 
to which 1 have dedicated years of study and service and, I am loathe to admit, have 
not seen the breakthrough progress that is so badly needed. 

I understand that the recent tragic death of 12-year-old Deamonte Driver from 
the complications of untreated dental decay has heightened awareness all the way 
up to the halls of Congress that action is essential so that such a tragedy never hap- 
pens again. As with so many things in society that are unjust and preventable, it 
often takes a sudden tragedy to garner attention on long-standing tragedies. It ap- 
pears that this may be such a case. If we can use the moment constructively, we 
can honor the memory of a young child who became the victim of a failed system. 
He and his family were ill-served. They did not have any control over the office poli- 
cies of any healthcare providers or payment policies of a public financing system. 

What we all need to realize is that Deamonte Driver not only died as a result 
of the passive complicity of a failed system, but he suffered for months, possibly un- 
accounted years, from the chronic pain of infections that invaded his teeth and even- 
tually spread to srmporting structures, his blood stream and his brain. Was this 
some exotic new infectious invader unknown to medical science? Was this a unique 
case, such as had never been seen before? Was this a clinical condition for which 
there is no known treatment? Sad to say, the answers to these questions are “no, 
no and no!” 

If you were to track back to the cause of death in this instance, one could say 
that the immediate cause of death was heart failure, precipitated after an infection 
of the brain, arising out of a blood-borne infection, that moved from an infected pulp 
of a tooth, that had been preceded by a deep carious lesion of the dentin of the 
tooth, that was preceded by an extensive carious lesion of the enamel, that was pre- 
ceded by a minimally invasive carious lesion of the enamel, that was preceded by 
a barely detectable lesion of the enamel, that was preceded by an insensitive, incom- 
plete and under funded medical system that never gave Deamonte Driver the 
chance he needed. The chance that he needed to recover and survive. 

The bottom line is there were numerous points along the way where this death 
march could have been halted; where the infection could have been prevented or 
intercepted early, or if late, still could have been tackled. And, a young life could 
have been saved. Why did Deamonte Driver have to die from probably the most 
common childhood affliction, from a disease that we have known how to prevent and 
treat for more than 100 years? The answer to this question is complex, and I hope 
that, by the end of this hearing, we will know enough to be able to move forward 
with specific actions to change this situation permanently. 

While I am a dentist and a Board Certified Public Health Dentist (a rare breed 
indeed), I currently lead a global multi-disciplinary health program for persons with 
intellectual disabilities, some 2.25 million Special Olympics athletes worldwide, 
more than half under the age of 21. Special Olympics has stepped forward as a glob- 
al leader to address the burden of unmet health needs for the more than 170 million 
persons around the world, including 6 million in the United States, with intellectual 
disabilities. Not because we were inclined to, as a sports organization, but because 
we really had no choice. Where those who should have taken care of this have failed 
to do so. Special Olympics stepped up. If you are not healthy, how can you success- 
fully compete as an athlete at any level? 

Our athletes have this in common wherever they live around the world: they all 
have a permanent intellectual disability; they all demonstrate courage on the ath- 
letic field and acceptance of others; they all get sick on occasion and have health 
challenges like everyone else; they care whether they are well or sick; when they 
get sick, they need care; when they have tooth infections they hurt, even if they 
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don’t complain; when they get sick and can’t get the care they need, they suffer and 
get sicker; when they finally do get care, too often it is as a last resort when their 
options aren’t particularly good. 

The way they differ from other people is that they tend to have few available re- 
sources for assistance; be underemployed or unemployed — thus, they tend not to 
have private medical care, including dental insurance; no one expects them to be 
pretty or handsome; no one expects that they need to have a bright white smile; 
no one really worries if they are missing some of their front teeth; no one knows 
if they have dental infections; no one knows if they are in pain from dental disease; 
no one, or hardly anyone, feels responsible for helping them to achieve oral health. 

Allow me to lay out some hard facts for you. Special Olympics, through its 
Healthy Athletes’ Program, provides free health assessments and some care to more 
than 130,000 Special Olympics athletes each year. We conduct more than 600 health 
screening events in some 70 countries through the volunteer efforts of 13,000 
healthcare professionals and students, supported through the generosity of the U.S. 
Centers for Disease Control and Prevention, Lions Clubs International and several 
corporate and academic partners. And let me thank the U.S. Congress for appropria- 
tions directed to our Healthy Athletes Program over the past 5 years that makes 
this broader largesse possible. 

We have accumulated across our seven Healthy Athletes screening disciplines, 
without a doubt, the largest database of health status and health needs of persons 
with intellectual disabilities that has ever existed. Our Special Smiles’ screening 
protocol, one of the first disciplines implemented by Special Olympics, was estab- 
lished and validated by the U.S. Centers for Disease Prevention and Control nearly 
a decade ago. Over the past 5 years alone. Special Olympics has conducted 530 Spe- 
cial Smiles screening events around the world. More than half of them have taken 
place in the United States. We have provided about 12,500 dental screenings at 
those events to athletes age 8 years and older. 

In this day and age, where dental art and science can produce almost any smile 
one could wish, consider the following. Of Special Olympics athletes (n=5447; aver- 
age age 24 years) volunteering to participate in the Special Smiles Program in the 
United States: 

• Some 12 percent report pain in their mouths at the time of the screening; 

• More than a third have obvious signs of gingival (gum) infection; 

• Nearly a fourth have obvious dental decay (without probing or x-rays); 

• One quarter are missing teeth, reflecting end-stage treatment of common dental 
diseases (like Deamonte Driver); 

• Too many have extensive dental plaque that leads to infection of oral tissues, 
hard and soft, and ultimately, loss of teeth; 

• And, too many athletes and families report that they have never been able to 
secure a regular source of dental care for their child, even as nearly one in ten are 
in need of “urgent” dental care. 

Further, Special Olympics, the sports organization, has done research into the 
preparation of dental and medical students in the United States to understand the 
scope and quality of their professional education in dealing with the health needs 
of people with intellectual disabilities. What did we find? The vast majority of den- 
tal and medical students do not feel adequately prepared to work with this popu- 
lation when they graduate from school. They say they want to be prepared, they 
just are not. Further, the deans of dental and medical schools and graduate medical 
and dental programs acknowledge that their graduates are unprepared to deal with 
the needs of this population. If you survey a listing of continuing professional edu- 
cation courses that address the needs of the intellectual disabilities population, you 
would be hard pressed to find any. 

So, if healthcare professionals aren’t trained during their basic professional prepa- 
ration, and there is no marketplace for continuing professional education in this 
area, should we be surprised that people with intellectual disabilities and their fam- 
ilies have difficulty in securing reliable, receptive, qualified sources of dental and 
other healthcare for their children? 

Here is one of my most recent disappointments. In September 2005, Special Olym- 
pics created a Web-based directory of healthcare providers nationwide. That is, we 
created a user-friendly way for clinical providers in virtually all health disciplines 
to identify themselves to persons with intellectual disabilities and their families as 
willing to speak with them about the opportunity to receive health care. Not a guar- 
antee to health care! Not a guaranteed price for health care! Just the opportunity 
to discuss the opportunity for healthcare. 

After a year and a half of proactive outreach to professional organizations, we 
have fewer than 1,000 of the more than 1 million U.S. health professionals reg- 
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istered. Regarding dentistry, we have only 248 names listed (as of February 20, 
2007) out of more than 150,000 dentists in America. If you were a person with intel- 
lectual disabilities seeking a chance to be healthy or a family with a child with in- 
tellectual disabilities, whom you worried about in terms of their health care, how 
would all of this look? 

I can tell you that Special Olympics Healthy Athletes is special its own right. It 
is a place that athletes know is their place. And it is a place for volunteer 
healthcare professionals where, for example, a 40-year veteran of clinical healthcare 
delivery can say tearfully and happily, “Now I know why I invested 10 years in my 
professional education and all of that money learning how to care for people.” In 
the end, one can say that it “ain’t” brain surgery. But, for Deamonte Driver, it was 
brain surgery when it didn’t have to be. When we do our Special Smiles dental 
screenings, in addition to examining the teeth and oral cavity, providing dietary and 
oral hy^ene education, constructing mouth guards where appropriate and providing 
preventive supplies, we also provide our athletes with a report card on their health, 
as well as referral information for follow up where needed. Additionally, we provide 
lists of community dental providers — lists that are always too short or where the 
providers are not conveniently located. We do our best to get athletes connected 
with locally-based providers for follow-up care but, sadly, our lists fall short of pro- 
vider information despite all our efforts. 

Now, I need to share a compelling image with you. This is Mr. James Pierce. 
James is a person with a moderate intellectual disability. I can show you this pic- 
ture because James gave us permission. James went to the dentist. Dr. Henry Hood 
of the Underwood and Lee Clinic in Lexington, Kentucky, a special dentist and 
friend of mine, with what you see. One does not have to be a dental professional 
to look at the picture of James and see that he is sick. There is obvious extensive 
dental disease, swelling around the eye, a contorted barely alive look. James did not 
get this way overnight. This is the accumulated neglect of years of lack of proper 
dental care combined with a lack of proper self care. Likely these problems started 
in childhood or adolescence and just perpetuated. The bottom line is that James was 
generally sick from dental infections. Is this a person who an employer would let 
interact with customers, or is this a person that “belongs in the back,” if anywhere 
at all. 

Look at James today and tell me what you see. Is this someone who can be con- 
fident in meeting people; someone who could work out in front? Is this someone who 
could succeed at some level? Is this someone you might be interested in knowing? 
Dr. Hood, a knowledgeable and caring dental professional, took the time to do an 
overall assessment of James and his oral health prognosis and provided the appro- 
priate care. James is doing well and is employed. If James were your son, brother, 
friend, which treatment and care would you have preferred? I don’t think we need 
to count the votes. 

Can we muster the backbone to do what is right; to match our scientific knowl- 
edge with our social responsibility? Would we allow or condone those of minimal 
means to drive cars without seat belts because we might have to pay for them? Of 
course not. 

Why would we sacrifice childhoods and even lives for failure to implement the 
most obvious of solutions? 

Here are some suggestions that could help prevent future dental tragedies: 

1. Change the culture around dental care for children. It should be as important 
as getting kids immunized or making sure they wear seat belts in cars. Dental care 
for children is universally needed. 

2. The marketplace is not sensitive to many underserved populations as desirable 
business targets. That is, reimbursement levels in public programs have not been 
adequate to attract a significant increase in willing providers. In general, enhance- 
ments in public dental program reimbursement rates have been inadequate to 
achieve the behavior change in providers that is necessary. Reimbursement levels 
need to be enhanced to where they are market rational. Thus, we need to work to 
build opportunities that work toward full access to dental care for children. Strate- 
gies could include incentive payments for individual providers or community-based 
programs such as health centers when they reach target goals for providing care to 
high-risk populations. 

3. Public oral health programs that are operated by government entities need to 
be designed to be proactive, not residual or reactive. It is not enough that a child 
is eligible to have dental care paid for. There must be a premium on children getting 
in for early and regular oral health care. Thus, public programs need additional re- 
sources, not just to pay dentists for care, but to provide a solid underpinning for 
a program that can produce real results in increasing access and reducing the prev- 
alence of dental need. 
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4. Expand eligibility for children needing oral health care. Dental services should 
not be elective for States under SCHIP. And, programs should be designed with 
enough flexibility so that children are not constantly bounced off eligibility roles be- 
cause of “hair trigger” provisions. 

5. For special high risk populations, such as people with developmental disabil- 
ities, extra efforts are needed, including training of clinical providers and enhanced 
reimbursement provisions that reflect the additional time that is sometimes re- 
quired in patient management and treatment. And, while we are at it, why is it that 
the population with developmental disabilities is not considered a “medically under- 
served” group by the Federal Government. That warrants some close follow up and 
future discussions by this committee. How is it that when a child with an intellec- 
tual disability hits a certain age, even though their disability condition is perma- 
nent, they “age out” of their Medicaid (EPSDT) dental benefits in most States to 
dramatically reduced “adult” service levels, if they are even available. Children with 
intellectual disabilities who are fortunate to receive care under Medicaid or SCHIP, 
all of a sudden get pushed out of the system — after years worth of investment of 
public resources in their care. This makes no sense at any level. 

6. Provide needed quality oversight, research and evaluation of policies concerning 
dental care for children and vulnerable groups. This should be an ongoing respon- 
sibility of government. It is not enough to be responsive when a highly publicized 
tragedy takes place. 

These suggestions are not complete, but, hopefully, can help point our collabo- 
rative efforts in the right direction. 

“Deamonte Driver Saved” — “DDS.” It is possible if we commit ourselves to the 
right actions. Thank you. 


Mr. Pallone. Thank you. Thanks a lot really for your testimony 
and for your insight. 

That concludes our statements by the witnesses, so we are now 
going to now go to questions of the panel, and I will recognize my- 
self to begin with that for 5 minutes. 

We know that this hearing was brought about because of the 
story of Diamonte Driver in the Washington Post recently a few 
weeks ago and I think we all noted that this was a young boy who 
died from an infection that spread to his brain after his infected 
tooth went untreated. We also heard about another 6-year-old boy 
in Mississippi who recently died as well due to an infection that 
spread from an untreated infected tooth. Now, the pain that these 
families have to feel from losing a child is obviously enormous but 
our job is to make sure other families don’t have to experience this 
tragic loss, and many of you have commented on that. I don’t know 
all the details of Diamonte Driver but I know that his Medicaid 
coverage had lapsed and so certainly one of the issues would be 
about gaps in coverage. Some of you have talked about gaps in cov- 
erage and the need to shore up existing public programs. Others 
have talked about the lack of reimbursement rate. There are many 
factors that go into the problems that we are dealing with here. 

I was going to ask Dr. Edelstein, I know you are a little bit fa- 
miliar with Diamonte, if you could give us your assessment of how 
systems broke down to serve him and what could have been done 
to prevent this from happening by reference to him. 

Dr. Edelstein. Thank you for your question. The obvious and 
first-line systems failures are the ones that you have noted. Contin- 
uous eligibility would have made it possible for him to retain his 
Medicaid benefit even while in a homeless shelter. Care assurance 
systems that make sure that dental care is actually available and 
not just covered would have made sure there were places he could 
have gone, and all the various people who came in contact with 
him, the lawyers, social workers, people at the homeless shelter as 



62 


well as school nurses, teachers and others who have come in con- 
tact with him could have made referral, if there were a coordinated 
system of care in place that is already required by EPSDT legisla- 
tion. 

But then there is a secondary level of systems failures that are 
not as obvious, educational systems failures. So few parents yet 
know what NIH discovered 40 years ago, that tooth decay is an in- 
fectious and transmissible disease acquired by age 1 or 2 and that 
real prevention needs to start very early. Public information sys- 
tems, work force systems many of you have mentioned that there 
is need for additional training. HRSA for example in its title VII 
program that Ms. DeGette mentioned does train pediatric dentists 
but it does not, as it does for physicians, allow curriculum develop- 
ment and faculty support, so those are systems that would address 
the problem Dr. Corbin mentioned about preparedness of our fu- 
ture dentists. 

Early intervention systems — HRSA supports an early child com- 
prehensive system that Mr. Scheppach mentioned relates to early 
childhood development. There is a place for early childhood oral 
health care there. And lastly, safety-net systems of care. The rural 
health centers, the community health centers, the school-based 
health clinics, they are all very, very small and the local commu- 
nity emergency room does not provide definitive care. So all of 
these systems had to come together for this monumental failure for 
these children. 

Mr. Pallone. Now, he was in a homeless shelter and their Med- 
icaid coverage had lapsed from what I understand. I know they 
were covered by Medicaid. So this whole idea of continuous health 
coverage under Medicaid or SCRIP, breaks in coverage due to 
changes in income or whatever, I think that would come into play. 
I was just going to ask Dr. Roth because I know my time is run- 
ning out, do you have any recommendations about maintaining cov- 
erage? We talk about continuous eligibility, a guarantee of coverage 
for a full year or presumptive eligibility, allowing a predetermina- 
tion of eligibility. Did you want to comment on those gaps in cov- 
erage or ways to prevent that? 

Dr. Roth. There certainly are ways. It doesn’t take anyone to fig- 
ure out that you need to be continuously in a dental home to have 
good oral health and maintain your oral health. We strongly be- 
lieve that a family has to become part of a dental system and you 
need to train the parents as well as get the children in for ongoing 
dental care. So it is simple. It needs the dollars to support the sys- 
tem and patients need access to get into that dental system. 

Mr. Pallone. You mentioned the reimbursement rate under 
Medicaid. Did you just want to comment briefly on that, I mean, 
because in his case, Diamonte’s, it seems like there was a dentist 
that was able to take him but there was no coverage, but you seem 
to feel that there are other cases where the reimbursement rate be- 
comes a block. 

Dr. Roth. Well, you do have many dentists around the country 
that are not Medicaid providers and the biggest reason for that is 
the reimbursement level is so low, it doesn’t even cover the cost of 
overhead to provide the dental care. So I would encourage Congress 
to provide adequate funding of dental programs. And we are look- 
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ing to expand the system to provide another person on the dental 
team, the community health coordinator, which is simply a social 
worker, if you want to think of it that way, a person to go into the 
community that can do the social skills needed to educate the pub- 
lic as well as some clinical skills to their skill sets, if you will. So 
I would encourage you to look at our community dental health coor- 
dinator as another mid-level provider that can really answer the 
access issue from the community level as well as from providing 
care and clinical skills. 

Mr. Pallone. Thank you. 

Mr. Deal. 

Mr. Deal. Thank you, Mr. Chairman. 

I am going to move quickly and I would ask my witnesses to do 
the same, so if they could. First of all, Mr. Scheppach, the Gov- 
ernors I know supported the provision that was in the DRA allow- 
ing them the flexibility to provide benchmark plans for their Medic- 
aid population. Recently the members of this committee received a 
letter from Governor Ernie Fletcher of Kentucky concerned about 
a provision that was originally in the Iraq supplemental and I 
think it was taken out in the final version that he felt would jeop- 
ardize that ability and that flexibility for Governors. Is that still an 
important issue, and if so, why? 

Mr. Scheppach. Well, yes, it is. I think we had a number of 
States, West Virginia, Idaho as well as Kentucky who have actually 
taken that provision and really tried to do some preventive care so 
that they can better manage long-term chronic illnesses, so that 
flexibility is still an important issue to Governors. 

Mr. Deal. Thank you. 

Mr. Chairman, I would unanimous consent that the letter from 
Governor Fletcher be made a part of the record. I think we have 
all received copies of it. 

Let me quickly move to highlight what I consider to be important 
here. Diamonte Driver is the case that we all cite as the reason we 
are here and I have heard a variety of things. I have read your tes- 
timony as I have heard your testimony. It all generally starts out 
with the system failed him, the systems failed him. I believe Dr. 
Edelstein just enumerated who failed him, the lawyers, the teach- 
ers, the social workers, the homeless shelter workers and everyone. 
I never heard the mother or the parents mentioned as the ones 
who failed him. In most of our households, we assume that respon- 
sibility as parents. If it lapsed, then whose fault was it? It wasn’t 
the child’s fault. It was the parents’ fault for not signing up an eli- 
gible child. I wonder if we had had Diamonte dying from an inter- 
nal bleeding that had occurred because he fell while he was in the 
mother’s presence and he had died from that, we would have prob- 
ably had a child abuse case brought against the mother but here 
we blame the systems. We never put personal responsibility in the 
equation, and I think it is an important ingredient that has been 
overlooked. 

But let me hit some of the things I thought you ought to maybe 
elaborate on if we have time to do it. First of all is, we have heard 
reimbursement rates under Medicaid, under SCHIP, et cetera. One 
question I would have, are the reimbursement rates for dentists 
disproportionately less than for doctors treating in the medical en- 
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vironment, and is the ratio of dentists who are signed up in the 
Medicaid programs disproportionately low as a percentage of the 
dental population versus the medical enrollment there? Who would 
care to comment on that? Dr. Edelstein. 

Dr. Edelstein. I would be happy to. The answer to both of your 
questions is yes. The rates are lower relative to other providers but 
there are problems with Medicaid payments across the board. If 
you compare Federal Government rates for physicians in Medicare 
with the same services in Medicaid, you can see that differential. 

But I want to take a moment to agree with you wholeheartedly 
about parental responsibility. There is no question. The question 
becomes when parents then do seek care, which is perhaps not the 
case we were addressing today but when parents then do seek care, 
are they able to obtain it. Too often the answer is no. 

Mr. Deal. Let me go to that because I think that is the next 
thing. The number of available dentists, I think Dr. Mosca’s testi- 
mony is very informative as to dental schools, the number that are 
there, the number that are producing. I used the statistic in my 
State, we have 240 retiring every year, only producing 60 in my 
State dental schools, as I understand it. That is a huge problem, 
the number of available dentists. What do we do about that? Dr. 
Mosca, you are probably an expert on that. 

Dr. Mosca. Well, let me just make an additional comment. The 
child that I mentioned in Clarksdale who had the dental abscesses 
this past Friday actually had access to the care system but did not 
receive the treatment that the child needed, and so I would have 
to agree with Dr. Edelstein that 

Mr. Deal. In fact, you point out that EPSDT mandates dental 
coverage for children and that only one out of every four children 
under Medicaid actually receives those services. Is that right? 

Dr. Mosca. Correct. 

Mr. Deal. OK. 

Dr. Mosca. But I think that in terms of the numbers, I think 
that the other layer that we add on to this is the knowledge and 
skills. For example, when managing the youngest and the oldest 
populations, we rely on the title VII residency training programs 
to impart that type of educational experience. It is important to un- 
derstand how to treat young, young kids and elders because there 
are some issues that interface with the level of skills. 

Mr. Deal. My time is running out. Let me just enumerate some 
other things I think are important. The geographic distribution of 
dentists, many of you have alluded to that. The number of dentists 
who are available in community health settings or other clinic set- 
tings, I think all of those at distribution of services is a key ingre- 
dient and unfortunately, my time is up. 

Mr. Pallone. Mr. Green. 

Mr. Green. Thank you, Mr. Chairman, and following up our 
ranking member, I think the actual case we are talking about, I 
think the mother did apply for the Medicaid extension. She lost it 
because she was in a homeless shelter and I think the paperwork 
may have gone back to a homeless shelter instead of her new resi- 
dence. Again, my concern is that I have seen what happens. They 
are trying to expand Medicaid programs and SCHIP in a lot of our 
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States and they cut that expansion because they really don’t want 
to sign up in the name of flexibility a lot more children. 

Let me talk about, I am a longtime supporter of health centers 
programs and we have introduced legislation to reauthorize it until 
2012. One of the key Federal requirements of health centers is they 
provide a full range of primary and preventive care including den- 
tal care. In fact, in 2005, health centers encountered 1.7 million 
visits for preventive dental exams. While the requirement to pro- 
vide access to dental care can be met through referral arrange- 
ments, 73 percent of the health centers provide preventive dental 
care either onsite or through contracting arrangements. 

Ms. Farrell, you mentioned health centers as recipients of infra- 
structure grants resulting from Michigan’s dental taskforce rec- 
ommendations. Can you or the other witnesses speak to the role 
health centers play in a safety-net dental provider? 

Additionally, Dr. Edelstein, can you speak to the effectiveness of 
contracting arrangements between dentists and health centers and 
any recommendations you would have. 

And lastly. Dr. Roth, when you talk about the community health 
coordinator in your testimony, that is not just a social worker, that 
is actually a provider that is licensed by the State to be able to do 
exams and things like that but also go out and do preventive 
health care. So it is a long question about how we can we better 
relate to health FQHCs with the dental requirement because my 
FQHCs, the few we have, it is typically pediatrics, a lot of children, 
and the children are the ones who need the dental care. You will 
have 3 minutes to answer that long question. 

Ms. Farrell. Yes. Along with my dental responsibilities, one of 
my responsibilities is also our community health centers, all our 
cost-based reimbursement policies, our safety-net providers, so I 
am very aware of the community health centers in the State of 
Michigan. I believe we have 27 federally qualified health centers 
with 155 sites throughout the State. Some of them are rural, some 
of them are urban, but the majority of them do offer dental care. 
When we offer these infrastructure grants, we did 32 sites. Out of 
those 32 sites, 15 of them went to, the grants went to community 
health centers so they expanded their dental operatories and we 
have our Medicaid population and the uninsured in our SCHIP, 
they treat all three of those. In addition, we have also partnered 
with University of Michigan and the dental students and we rotate 
students through community health centers to make them aware 
of what is available so we can try to get them to treat and come 
back and be providers into that community, which has developed 
into a win-win situation where we have had at least five or six den- 
tal students from the University of Michigan become providers at 
community health centers. 

Mr. Green. Dr. Edelstein? 

Dr. Edelstein. Mr. Green, you mentioned that 73 percent of 
community health center grantees have dental programs but in fact 
it is far fewer sites that actually have programs and many of the 
sites 

Mr. Green. Mostly contracting, in all honesty. 

Dr. Edelstein. Right, and so what we end up with is a fair num- 
ber of community health center sites that don’t actually have the 
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capacity to deliver care, and you mentioned contracting as a solu- 
tion for that. CMS, then HCVA, HRSA, the American Dental Asso- 
ciation and the National Association of Community Health Centers 
worked on developing a contracting manual that would allow pri- 
vate dentists to provide services to community health center pa- 
tients. What Congress needs to do is to clarify with the agencies 
that that in fact is legal to do because there has been controversy 
amongst the primary care associations. So with that clarification, 
that approach that you have recommended could expand dramati- 
cally. 

Mr. Green. Dr. Roth, on the community health coordinator, and 
I know in your answer to another question you talked about a so- 
cial worker, which is great, but also it is a provider. This person 
would be a provider? 

Dr. Roth. That person would provide clinical skills so they will 
do some — very many preventive services. They are not going to be 
a licensed provider so it is not another level of a dental hygienist 
or a dentist. It is not a licensed person. It is a person that will 
work under the scope and under the auspices of a dentist. In a 
community health center, they can work offsite so they don’t need 
to have a dentist onsite necessarily to work. But they are not li- 
censed, and I want to make that clear right from the start. 

Mr. Green. OK. 

Dr. Roth. They will have an educational program that takes 
about 2 years and we have that ready to start this fall. So we are 
looking to pilot those community health coordinators and get them 
into community health centers and into schools beginning this fall 
in their educational programs. I would encourage Congress to look 
at possibly funding some of those pilot sites that we are looking to 
do. It is not a lot of money but it certainly will make an enormous 
impact in expanding the efficiencies of dental care that has reached 
into the communities as well as expanding the dental network of 
people that can provide care. 

If I can just answer the community health center issue, less than 
1 percent of all the practicing dentists, which is 162,000 practicing 
dentists in the country, are employed in a community health cen- 
ter. If we can expand that network by providing the dentistry that 
needs to be done by going into the communities and partnering and 
contracting out, as Dr. Edelstein promoted, that really is an answer 
to using a dental workforce that is out there available. They need 
to be compensated and need to be able to work, the work is the 
problem. 

Mr. Pallone. Next is Dr. Burgess. 

Mr. Burgess. Thank you. 

Just to follow up on that. Dr. Roth, Mr. Deal referenced the large 
number of dentists that are retiring in Georgia every year. If we 
modify the Federal Tort Claims Act somewhat to allow those re- 
tired dentists to come into the community health centers and prac- 
tice, would that not be a beneficial thing? Yes or no will suffice. 

Dr. Roth. Absolutely. 

Mr. Burgess. Thank you. 

Let me ask Dr. Mosca a couple of questions because I really ap- 
preciate your testimony. I thought it was so critical and of course, 
Baylor College of Dentistry is down near my — not in my district 
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but near my area. They, as I understand, provide a significant 
amount of low-cost or free care, not just to children but to all pa- 
tients, to all comers. Other schools provide the same service, I 
would assume? Dr. Mosca? 

Dr. Mosca. I am sorry. I thought you were talking to Dr. Roth. 

Mr. Burgess. The care provided by the colleges of dentistry, they 
play a big role I know in the Dallas area, Baylor College of Den- 
tistry does and I have even heard from members of your profession 
coming to talk to me about nursing home patients who also pose 
some of these same problems and are typically underserved but a 
lot of this falls to the dental school. Is that not correct? 

Dr. Mosca. That is correct. 

Mr. Burgess. Well, do we have enough? 

Dr. Mosca. Do we have enough dental schools? 

Mr. Burgess. Correct. 

Dr. Mosca. Well, we actually have 

Mr. Burgess. I asked you first. 

Dr. Mosca. We actually have a number of schools. There have 
actually been six new dental schools that are in the process of 
opening. The Arizona School of Health Services, the University of 
Nevada-Las Vegas opened in 2002, Nova Southeastern University 
in 1997, and actually there is a predicted decrease in services up 
until I think 2020 and then at that point there will actually be an 
increase in providers, and that is because of closing of schools that 
occurred a while back, so we are kind of trying to catch up with 
the closure of the previous school but these new schools should add 
to the workforce. 

Mr. Burgess. We have reached the nadir, but of those people 
that are going to be entering the workforce, do we have a concept 
of how many will be entering pediadontics and general dentistry as 
opposed to the higher reimbursement subspecialties of dentistry? 

Dr. Mosca. About half of the graduates, I mentioned that 4,500 
graduates are released each year, and about half, or 2,800, go into 
either general dentistry or some specialty training. 

Mr. Burgess. Tell me this 

Dr. Mosca. The title VII funding actually does allow the dental 
schools to increase and support that type of training. 

Mr. Burgess. My observation has been that most people go into 
the practice of medicine close to where they trained because they 
know the community and they know the other providers in the 
area. Is the same true of where dentists choose to practice? 

Dr. Mosca. In Mississippi, about 70 percent of our schools’ grad- 
uates have stayed in the State. 

Mr. Burgess. So they do tend to stay close to home. What type 
of location decisions are made based on the prospects of perhaps 
low reimbursement or a population of low health literacy where the 
outcomes may not be as good? 

Dr. Mosca. That is actually an issue that we are trying to solve 
within the State of Mississippi. By working with community part- 
ners, we are trying to incentivize providers to locate in various 
areas. I was just at a meeting 2 weeks ago 

Mr. Burgess. If I can interrupt you, how do you do that? How 
do you provide that incentive? 
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Dr. Mosca. At the meeting I was at 2 weeks ago, we had the 
mayor, we had the county supervisor. We convened the local civic 
leadership to actually 

Mr. Burgess. So the community provides some of that incentive? 

Dr. Mosca. To try to, right, for 

Mr. Burgess. Pardon me for interrupting, but the chairman has 
an iron fist with that gavel and I have to ask some other questions. 

You were starting to reference data reporting in your testimony. 
What type of data do you want to see and what will you do with 
the data as you collect it? 

Dr. Mosca. Well, the data that we have collected has been very 
helpful in promoting discussions around policy and I would have to 
concur with Dr. Edelstein that we need to look at the outcomes of 
the SCHIP programs and capture that data. 

Mr. Burgess. And when will that type of data be available to us 
here on this side of the dais? 

Dr. Mosca. I can’t answer that question but I could certainly 
provide that answer for you. 

Mr. Burgess. And I think the committee would genuinely appre- 
ciate that. 

Let me go with what little time I have left to Dr. Scheppach. 
Governor Warner sat at that very table about a year and a half ago 
and said that Medicaid was on the road to a meltdown because of 
the costs and the expansion of costs of the Medicaid program. Do 
you think that statement is still valid today or have we fixed it? 

Mr. Scheppach. Yes, I do. Even though the growth in Medic- 
aid — 

Mr. Burgess. We fixed it? 

Mr. Scheppach. No, we did not fix it. 

Mr. Burgess. And you talked about some of the coverage initia- 
tives that are going on in States to affordable health insurance and 
you kind of ran out of time there and you are going to run out of 
time again, but can you kind of explain how Medicaid and SCHIP 
fit into these State initiatives? 

Mr. Scheppach. Well, I think it is important to maintain the 
flexibility that we currently have because I think the key compo- 
nent of this is that the States are creating connectors for the small 
market. 

Mr. Burgess. And do you think that the flexibility that we pro- 
vided has allowed those States, Massachusetts, California, to some 
degree even Texas to begin to tinker with those and provide those 
types of benefits? 

Mr. Scheppach. That is right, and that is a benefit that you can 
also provide to small business and so on. You can stabilize that 
small market. If you start doing independent additional benefits, it 
is going to create an obstacle. 

Mr. Burgess. Thank you. 

Mr. Pallone. Thank you. Dr. Burgess. 

Ms. DeGette. 

Ms. DeGette. Thank you very much, Mr. Chairman. 

I was sitting here thinking about how important pediatric dental 
care is and how it can really prevent so many bigger problems, not 
just in the long run but immediately, so I had my staff pull the 
SCHIP statute. It is always dangerous when the members of Con- 
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gress start actually reading the statutes, and one of the required 
coverages right now under SCHIP is well-baby and well-child care 
including age-appropriate immunizations. That is required in all 50 
States right now. And so when I look at that, it seems to me that 
dental care should be included in that, and so then I was reading 
Mr. Scheppach’s testimony about how you think that flexibility 
should be maintained with the States in pediatric dental care 
under SCHIP. I wanted to ask you a couple of questions about that, 
because in reading your testimony, it seems that the main flexibil- 
ity you are talking about, Mr. Scheppach, is flexibility in how that 
dental care is offered. Would that be accurate? I mean, you are not 
really saying on behalf of the Governors that we should allow 
States flexibility in whether to offer pediatric dental care, just in 
how they deliver that? 

Mr. Scheppach. Well, I think right now it is an optional benefit, 
and I think what we are saying, it should probably continue as an 
optional benefit. 

Ms. DeGette. Well, it is an optional benefit right now but all of 
the States up until now have offered dental care, correct? 

Mr. Scheppach. That is right, but they have different restric- 
tions essentially on how much they are willing to do, the number 
of treatments and that type of thing. 

Ms. DeGette. Right, but Mr. Green and I are both concerned 
about this because his State of Texas is now talking about dropping 
dental care for cost concerns and other States like Colorado and 
others have talked about it too. So I think we can all agree, all the 
whole panel agrees that pediatric dental care can be very cost-effec- 
tive as well as humane for the kids, right? 

Well, I will ask you. Dr. Edelstein. Pediatric dental care can be 
very cost-effective and also humane for the kids? 

Dr. Edelstein. Cost-effective, humane and essential. I cannot 
understand how the mouth can be carved out of the rest of the 
body and put restrictions on how much care. It is like saying that 
we can diagnose a problem but not treat it. We can do $175 worth 
of your appendicitis but we are going to stop there and just close 
you up because we have hit the benefit. It is the only service that 
is treated as though it weren’t part of the child’s body. 

Ms. DeGette. Well, and actually that is the other thing. Just 
getting back to Mr. Scheppach though, I understand your point 
about flexibility and how you offer it but if all the States are doing 
it now, I don’t suppose there would be a big objection by the Gov- 
ernors if we just said you have to offer dental care under SCHIP 
but still allowed from flexibility. 

Mr. Scheppach. Well, I think what would happen essentially is 
that wouldn’t allow flexibility, you would set certain standards 
around that benefit package and that would be relatively costly 
and it would be hard to package it in managed care and combine 
it with health care benefits so it is not — I don’t think the legisla- 
tion would ever say provide health care benefits. You would put 
certain standards around it in terms of the numbers of visits and 
what is applicable. 

Ms. DeGette. Well, all the States offer dental so there is going 
to be conditions around that. Now, I would really hope the Gov- 
ernors association would work with us as we reauthorize SCHIP 
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because if everybody is offering dental and if what Dr. Edelstein 
says is true, and we all believe it, which is dental care is essential 
to this and it is also cost effective, I think it would be my inclina- 
tion and I bet you I can speak for a lot of my fellow panel to in- 
clude it but we do want to allow the States flexibility to make it 
work. 

Dr. Edelstein, I wanted to ask you another question, which is re- 
lated to what you just said about the idea of dentistry being related 
to the whole body. I think maybe based on my experiences, the 
mother of two — I was watching Mr. Pallone’s kids. We have had 
many investments not only into pediatric dentistry but also ortho- 
dontia, which are ongoing to this date, but I think a lot of parents 
even in my socioeconomic bracket don’t realize the importance of 
pediatric dentistry and of taking their kids to the dentist on a regu- 
lar basis. Would you agree with that? 

Dr. Edelstein. It does vary significantly across populations by 
education and by opportunity and by their own experience but cer- 
tainly the value of pediatric dental care is something that has only 
grown in awareness in recent years. 

Ms. DeGette. So for someone to blame the mother of this young 
boy who died from an abscessed tooth who was living in a homeless 
shelter, I think that is kind of an unfair placement of the blame. 
I don’t know if you have a comment on that. 

Dr. Edelstein. The only comment I have is specific to this par- 
ticular child and that is that his presentation was one that did not 
scream out initially dental abscess. It took the skills of diagnosti- 
cians of dentists and physicians together to identify the original 
cause of this problem and that is an indication of how complex it 
can be and how the teeth are indeed part of the body. Symptoms 
can show up differently than expected. 

Ms. DeGette. And I would also say I think we need to have a 
global — this is a topic for maybe later today or another day. We 
need to have much more public awareness of the importance of pe- 
diatric dentistry across all socioeconomic groups. 

Dr. Edelstein. Particularly starting at age 1 as recommended by 
the pediatricians and by the pediatoic dentists because that is 
when the disease begins. 

Ms. DeGette. Right. Thank you very much. 

Mr. Pallone. Thank you. 

Mr. Murphy of Pennsylvania. 

Mr. Murphy. Thank you, Mr. Chairman. 

A couple quick questions. I know in my role as a psychologist for 
many years I would sometimes be contacted by dentists who felt 
that a child because of their substantial learning problems or be- 
havior problems might require some extra care in preparation for 
a dental visit, but I must admit I am not clear on whether or not 
these things are handled appropriately by any payments in the 
SCHIP program or Medicaid or anything else. Can someone com- 
ment on these sorts of needs and is that something that the reim- 
bursement rates are also not adequate to handle? 

Dr. Roth. I can comment on that. You are right, there are some 
children that do have special needs whether it is hospitalization for 
extensive dental care or simply a mild sedative to make the proce- 
dures easier, and there is not coverage for that in most States. 
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Mr. Murphy. So that is an expense the dentists themselves have 
to take care of out of their own pocket in order to do that? 

Dr. Roth. Yes, or the parents choose not to use comfortable 
means to deliver the dental care. 

Mr. Murphy. Which of course can mean child’s dental care is 
even more aversive. 

Second, there have been some things written in the paper about 
the amount of paperwork and bureaucracy that is necessary for a 
dentist to fill out if they want to participate in these programs. Are 
these really mountains of paper? Can someone comment on that? 
What do we have and is there a way of making it more effective? 
I see Ms. Farrell reaching for her button. Yes? 

Ms. Farrell. We have heard those complaints for a number of 
years in Michigan. We have tried to address that administrative 
burden. We have streamlined our provider enrollment form. Of 
course, with HIPAA and the administrative simplifications, we 
have had to go to national code sets. We are going to national claim 
forms, which is the ADA claim form, the paper claim form or elec- 
tronic version. So there are lots of steps that we have tried to, and 
I would say the majority of States speaking also in my Medicaid/ 
SCHIP dental association role. We have all looked at trying to de- 
crease that administrative burden on the dentists to try to get 
them to become participants. 

Mr. Murphy. I would hope that could all be simplified. 

Dr. Roth? 

Dr. Roth. Well, if I can just add to that quickly. It is not simply 
signing up to be a Medicaid provider but it is the claim forms that 
you have to fill out when you try to provide the services. They are 
not using the standard ADA claim form, which I use for all my 
other insurance company forms, so they make the system much 
more difficult than it needs to be. 

Mr. Murphy. Do they allow for any electronic forms on this 

Dr. Roth. They do, but it is also very difficult to get into that 
entire system from the Medicaid system itself. 

Mr. Murphy. I know whenever I would fill out forms too, I would 
always ask myself how much of this information is really necessary 
to make a decision on whether or not to cover this child, and out- 
side of the name, I am not sure how much anybody really reviewed. 

Let me ask another question here. A comment was made earlier 
about 73 percent of community health centers offer dentistry in 
them. How much of this is really — I mean, just to have someone 
there doesn’t necessarily mean they can take care of all the de- 
mands and needs. 

Dr. Edelstein, can you perhaps comment on, I had seen previous 
studies that talked about a shortage of psychiatrists, internists, 
family physicians and OB/GYNs at community health centers. 
What is the shortage of the demands versus what we have needs 
for there with dentists at community health centers? 

Dr. Edelstein. Yes, let me please clarify that 73 percent. That 
is 73 percent of health center grantees but many grantees have 
multiple sites so if one site has a dental program and five or six 
additional sites do not 

Mr. Murphy. So that could actually be a skewed upward num- 
ber? 
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Dr. Edelstein. Very much so. 

Mr. Murphy. OK. 

Dr. Edelstein. And it is really estimated that it is closer to half 
of community health centers have a dental program 

Mr. Murphy. So they may have a dentist there but can they fill 
the needs of the patients who need them? 

Dr. Edelstein. Absolutely not. The community health centers 
have prioritized relative to children. The community health centers 
in many States have chosen to prioritize uninsured adults who 
have no other recourse whereas children do have Medicaid cov- 
erage. Medicaid coverage for adults does not include dental services 
in the majority of States so the community health centers become 
the site of service of last resort for adults. That has crowded out 
the kids. 

Mr. Murphy. One of the things that I love about community 
health centers is unlike I think any other thing we have in pediat- 
rics, it is in one building where everybody knows each other, where 
at the moment a pediatrician, for example, can be meeting with the 
family, he can say let me introduce you to the dentist who we are 
going to make another appointment for or the psychologist or social 
worker or someone else to do that, which is a huge asset. I had 
mentioned my bill before, H.R. 1626. I doubt if you have had a 
chance to read it, but I hope you would take a look at that in that 
it really does allow physicians and dentists and others to volunteer. 
Have you ever taken a poll of how many dentists semi-retired or 
active would be willing to give some of their time? Does anyone 
know that? 

Dr. Edelstein. I don’t think that figure is known but it is part 
of the volunteer solution, but as we recognize, charitable care and 
volunteer care is not a system of care but it can be part of a gate- 
way into contract care in private offices that would work very well 
for the majority of FQHC patients. 

Mr. Murphy. Thank you very much. 

Mr. Chairman, thank you so much. 

Mr. Pallone. Thank you. 

Mrs. Capps. 

Mrs. Capps. Thank you again. This has been a very fruitful 
panel. I just hope we can pick up on a lot of these things. Our 
ranking member asked some very pointed questions about parental 
responsibility, which I appreciate, and that is one of the topics, the 
areas that I think we should go into. I just recall from my days as 
a school nurse with parents so concerned about what to do about 
this child in pain crying out in the night. That certainly was a high 
priority for them. In many parts of my district, most of my district 
at that time, it was over 100 miles to go to a dentist who would 
take Medicaid. A pediatric dentist was even further and the wait- 
ing lists were months and months long. I know some steps have 
been taken to remediate that but I also know parents would be so 
motivated, they would take whatever cash they had and go to the 
dentist in the Yellow Pages and wouldn’t have enough and then it 
is rent or food. I mean, these are really tough choices for many of 
our families. 

Dr. Edelstein, I wanted to give you a chance to expand on your 
points about prevention, overall well-being and the cost-effective- 
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ness of early dental care for children. It always pained me as a 
school nurse to see kids losing so much valuable class time and not 
able to concentrate on their studies. Can you share any information 
about how often oral disease accounts for absenteeism, and the re- 
verse, what are the ways that you can document that it is impor- 
tant to a child’s participation in education? 

Dr. Edelstein. I think your point earlier that many children are 
in the classroom but distracted, they are in the classroom but un- 
able to focus, they are in the classroom but feeling dental pain 
intermittently that really does cause them to act out and not per- 
form well as students, and that dental pain doesn’t go home when 
they go home from school. It only becomes a problem throughout 
the day, and that kind of chronic distraction long before we get to 
the kind of infection that we have been talking about earlier. 

But you did mention cost-effectiveness of prevention and I want- 
ed to cite a couple of statistics about the tremendous cost-effective- 
ness so that the Governors and others will consider how much ben- 
efit can be gained and cost savings can be made rather than new 
expenditures in the Medicaid and SCHIP program. One recent 
study from the University of North Carolina pointed out that chil- 
dren who start care at age 1 as currently recommended by pediatri- 
cians and pediatric dentists, over the next 5 years consume 40 per- 
cent less cost for care than had they not started at age 1 and they 
utilize the emergency room less. That is dramatic. Children with 
coverage are 30 percent more likely to get preventive care, and rou- 
tine care instead of emergency care. That Texas study that was il- 
lustrated in my slide shows that the average cost for an admission 
over a period of multiple years in Texas at discounted rates paid 
to the hospital by Medicaid was $6,500. The emergency room visits 
were $230 for the same kind of presentation but resulted in no de- 
finitive care, and the same kind of care could have been provided 
in a dental office for somewhere between $50 and $80. So the op- 
portunity to utilize the lowest cost, most effective, most preventive 
site is often overlooked. 

Mrs. Capps. Just to wrap this up, we have this opportunity, a 
unique one as we reauthorize SCHIP, I don’t want us to lose that 
change. This is the kind of data then that we can have to help us 
understand that access to dental care is really cost-effective. Do 
you want to just expand further and then I will open it up if there 
is 

Dr. Edelstein. Well, it is our pleasure at the Children’s Dental 
Health Project to provide these londs of data. Almost all of them 
are derived from Federal studies. Those that are not are derived 
from State studies and some from university studies. We have well- 
reliable information that can help make sound policy. 

Mrs. Capps. Anyone else want to pick up on that for the last 45 
seconds? Thank you. 

Dr. Roth. I would just like to encourage you to have States look 
at those models of care that are successful. You have got the Michi- 
gan model and you have got Smile Alabama and TennCare. You 
have got some great programs out there that are working and 
working very well for the children and the providers in the States. 
It doesn’t take that much more money but it is money that is used 
wisely in combination with government and the dental community 
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all coming together. So I would encourage you to make that part 
of your mission, adequate funding, and then look at the models 
that work. 

Mrs. Capps. Thank you very much. I will yield back. 

Mr. Pallone. Thank you. 

The gentlewoman from Tennessee. 

Mrs. Blackburn. Thank you, Mr. Chairman, and thank you to 
each of you for your time today. 

Dr. Scheppach, I would like to come to you, if I may, because I 
appreciated your testimony, and even though your testimony ran 
long, I love the fact that you have a great enthusiasm for what you 
do and that you seem to have such a heart for being certain that 
the programs work well for our State. I think that that is the area 
where the rubber meets the road and our States and our health 
care agencies within our States are the ones that are working with 
those local communities and keeping the focus on how we preserve 
access to health care and how we preserve access to those compo- 
nents of a healthy lifestyle that our constituents all want, and I 
noted in your testimony, you had made a statement, if the States 
are required to meet new Federal benefit mandates in either Med- 
icaid or SCHIP, they will have to spend more money per individual 
currently covered in these programs. Increased costs will force the 
States to redirect funds that could have been used to fund other 
affordable health insurance initiatives, and many times I think 
those of us at the Federal level who look at how we structure a pro- 
gram forget that any time there is a mandate that goes out, that 
is paperwork for the provider, it is paperwork for the insurance 
company, it is paperwork for the State that is the conduit to those 
funds, and when you put that money into paperwork, it is not 
going into health care, and what I want to do is have you speak 
a little bit to flexibility and your concerns about reducing flexibility 
in these programs and the impact you see that a reduction in flexi- 
bility and increases in mandates, what that would do to our States 
and some of the innovative programs. 

Mr. Scheppach. Well, as I indicated before, I think we are at a 
basic tipping point with respect to States moving forward and actu- 
ally doing comprehensive health care reform. I think that within 
the next 2 to 3 years, we have already had four who have enacted 
it, I think we will have 6, 8, 10 more that will enact it. Some of 
those will be big States. We will begin to find out whether personal 
mandates work. We will begin to find out whether employer man- 
dates work, whether connectors work and so on. I think that the 
root to national reform is through the 50 State houses and we are 
only going to be able to get Federal reform after we prove what 
works at the State level. 

With respect to the mandates, again, you would like to make a 
basic public policy decision, are we going to try to have a basic ben- 
efit package for the entire population, get everybody in with some 
level of coverage or are we going to make a decision to leave a 
whole bunch of people out and create a more robust benefit pack- 
age for certain populations. We talk a lot about quality in these 
particular programs. I think we need quality standards across the 
board in health care and dental, not necessarily for the SCHIP pro- 
gram but for the entire thing. What we are doing is setting stand- 
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ards around individual programs, which means we keep selective 
programs operating rather than trying to get at an efficient mar- 
ket. What we need to do is let the States move forward, help them 
to get everybody in the system, work out the bugs, because I think 
they will give a direction for national health care reform. When you 
put on specific benefit mandates. States aren’t going to be able to 
get universal care. So I think you have to make a policy choice: are 
we going to get to universal more quickly and allow the States to 
provide the leadership or are we going to provide more robust bene- 
fits for certain populations. 

Mrs. Blackburn. So what you are saying is, we have got the 
four States that have programs out there that are exercising some 
innovation and you have got six to eight States that you feel like 
are going to be ready to move forward and implement programs 
but if we come in with the mandates and change the structure, 
then all of that work just goes out the window? 

Mr. SCHEPPACH. I would say it makes it more difficult. I think 
there are other places that the Congress can help. I think we need 
help on sort of setting up alliances or connectors. I think we need 
help on sort of quality measures, price transparency, health IT. We 
need to set up an infrastructure so that consumers can make deci- 
sions around this rather than concentrating on expanding an indi- 
vidual program. 

Mrs. Blackburn. Those initiatives that you just mentioned, 
those items that you just listed where you need help, are any of 
the States leading on innovation in those specific areas? 

Mr. ScHEPPACH. A lot of States are. Yes. I mean, the health IT, 
we have been working with HHS. We have made contracts to 35 
States to work with their stakeholders in those particular States so 
that they can deal with the security issues, the confidentiality 
issues and so on. So all of these areas we have got States moving: 
quality, price transparency, health IT. 

Mrs. Blackburn. Anybody else want to add something to that 
before we leave that? My time is about up. 

Dr. Edelstein, go ahead. 

Dr. Edelstein. Yes, I appreciate the opportunity. Thank you. I 
completely agree with Mr. Scheppach and with the Governors that 
basic health care should be the goal, basic health care and not 
extra benefits. I am simply saying as we discussed yesterday that 
dental care is a component of basic health care and agreeing with 
Ms. DeGette that well-child, well-baby care inherently must in- 
clude oral health care. 

Mrs. Blackburn. I yield back. 

Mr. Pallone. Thank you. And that concludes all questions for 
the first panel. I want to thank you all. I thought it was very in- 
sightful and thank you for your participation. We appreciate it. 

I would ask the next panel to come forward. I am going to ask 
our second panel to be seated so we can continue. And again, I am 
going to introduce you all. Welcome. Erom left to right, we will get 
all our signs in place. Eirst on my left is Dr. David Krol, who is 
the associate professor of pediatrics and chair of the Department 
of Pediatrics at the University of Toledo College of Medicine in 
Ohio, and second is Dr. Jack Chapman, who is president of Health 
Access Initiative from Gainesville, Georgia, and then last but not 
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least is Ms. Chris Koyanagi, who is policy director for the Bazelon 
Center for Mental Health Law here in Washington, DC. 

I think you heard before that we are going to ask each of you 
to speak for 5 minutes. You can include your written statement for 
the record and we of course may ask for additional written ques- 
tions to follow up afterwards as well. So I will start with Dr. Krol, 
if you would, for 5 minutes. Thank you. 

STATEMENT OF DAVID M. KROL, M.D., M.P.H., F.A.A.P, ASSOCI- 
ATE PROFESSOR OF PEDIATRICS, CHAIR, DEPARTMENT OF 

PEDIATRICS, UNIVERSITY OF TOLEDO COLLEGE OF MEDI- 
CINE 

Dr. Krol. Thanks very much. 

As a pediatrician, a general pediatrician who has worked very 
closely with dentists and mental health professionals, as the chair 
of the department of pediatrics and as a member of the American 
Academy of Pediatrics, I and we consider children’s dental and 
mental health an integral part of well-child care and ensuring the 
bright futures process. We applaud the committee for holding this 
hearing. 

The prevailing adult acute care model of coverage inappropri- 
ately limits preventive and other types of services that are of criti- 
cal importance for children and adolescents because of their unique 
characteristics and environments. If we as a society can commit 
more than $2 trillion of our 2007 GDP to health care, there is no 
excuse or plausible explanation why our youngest citizens cannot 
have the best we have to offer that utilizes the clinical values of 
pediatric health care, training and research in its ultimate develop- 
ment. Because many adult diseases appear in childhood, investing 
in preventive benefits for children is also cost-effective. However, 
this return on investment can take many years to become appar- 
ent. 

Through regular contact with parents or guardians, pediatricians 
and other child health care providers can assess and monitor a 
child’s development and screen for developmental problems and 
risk behaviors. Although each child develops at his or her own 
pace, all children progress through an identifiable sequence of 
physical and emotional growth and change. Age-appropriate health 
care visits foster positive parenting behaviors, help promote opti- 
mal development and initiate early intervention when problems ap- 
pear imminent. 

The major risks to children’s health and development, particu- 
larly after infancy, are largely preventable. Well-child care or 
health supervision provides a vehicle for health professionals to 
promote healthy lifestyle choices, monitor physical and behavioral 
pathology and provide age-appropriate counseling or anticipatory 
guidance. 

Because of the prevalence of obesity, dental caries, attention defi- 
cit disorder/hyperactivity, depression and the stresses faced by par- 
ents, experts have noted that the term “well-child care” is applica- 
ble to fewer and fewer children. Pediatricians reported in a na- 
tional survey that they face an array of obstacles to providing qual- 
ity well-child care: time constraints, low levels of payment for pre- 
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ventive pediatric care and lack of payment for specific develop- 
mental services. 

Optimal relationships between pediatrician, their patients and 
the patient’s family occur in a medical home. A medical home is not 
a building, house or hospital but rather an approach to providing 
comprehensive primary care. A medical home is primary care that 
is accessible, continuous, comprehensive, family-centered, coordi- 
nated, compassionate and culturally effective. The physician should 
be known to the child and family and should be able to develop a 
partnership of mutual responsibility and trust with them. 

In contrast to care provided in a medical home, care provided 
through emergency departments, walk-in clinics and other urgent 
care facilities, though sometimes necessary is more costly and often 
less effective. Children from low-income families are more likely 
than other children to have serious health problems. There is also 
an inverse correlation between poverty and education needed to 
manage these problems. While most pediatricians provide care for 
such families in their practices, financially they are being forced to 
limit the number that they can continue to see. One such practice 
in my home State of Ohio also takes care of 500 Medicaid children 
from Indiana. They have just notified Indiana that they are drop- 
ping their patient caseload to 90. While they are retaining the pa- 
tients that have the most complex problems, the others will need 
to be reassigned. The reality is that having a Medicaid/SCHIP card 
does not guarantee access to quality pediatric care in a timely fash- 
ion. Needed modifications in payment could quickly rectify this sit- 
uation. 

The knowledge and science of healthy child development is a rap- 
idly evolving field and the practice of pediatrics changes accord- 
ingly. Launched by the Health Resources and Services Administra- 
tion’s Maternal and Child Health Bureau in 1990, Bright Futures 
is a national child health promotion and disease prevention initia- 
tive that provides principles, strategies and tools that can be used 
to improve the health and well-being of all children. A comprehen- 
sive revision of Bright Futures is near completion by the American 
Academy of Pediatrics. The experts drafting the recommendations 
have established priorities for each well-child care visit to use as 
a guide in discussing health promotion and disease prevention with 
families. The first priority for every visit is addressing the concerns 
of the family around the health and development of their child. 

Dollar for dollar, providing better health care for children rep- 
resents one of the best returns on investment available. This wise 
investment means ensuring that health care systems including 
safety-net providers and health insurers are responsible to the 
unique health needs of children. As a Nation, we must invest in 
improving children’s access to quality care. Just as coming events 
cast their shadows before them, so does the health of a nation’s 
children foreshadow the health of its future. 

Thank you for the opportunity. 

[The prepared statement of Dr. Krol follows:] 
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The American Academy of Pediatrics (the Academy) is an organization of 60,000 
primary care pediatricians, pediatric medical subspecialists, and pediatric surgical 
specialists, who are deeply dedicated to the health and well-being of all children, 
adolescents and young adults. The profession of pediatrics is as concerned with 
promoting children’s health and development as it is in treating their illn^ses. The 
Academy considers children’s dental and mental health an integral part of well child care 
and insuring bright ftitures process. We applaud the Committee for holding this hearing 
to highlight the needs of ouryoimgest citizens. 

The prevailing adult, acute-care model of coverage inappropriately limits preventive and 
other types of services that are of critical importance for children and adolescents 
because of their unique characteristics and environments. If we, as a society, can 
commit more than $2 trillion of our 2007 Gross Domestic Product to health care, there is 
no excuse or plausible explanation why our youngest citizens cannot have the best we 
have to offer that utilizes the clinical values of pediatric health care, training and 
research in its ultimate development. Because many adult diseases appear in childhood, 
investing in preventive benefits for children is also cost effective. Unfortunately, this 
return on investment can take many years to become apparent as costs of acute treatment 
are avoided. 

Through regular contact with parents (or guardians), pediatricians and other child health 
care providers can assess and monitor a child’s development and screen for 
developmental problems and risk behaviors. Although each child develops at his or her 
own pace, all children progress through an identifiable sequence of physical and 
emotional growth and change. Age-appropriate health care visits foster positive 
parenting behaviors, help promote optimal development and initiate early intervention 
when problems appear imminent. 

The major risks to children’s health and development, particularly after infancy, are 
largely preventable. In fact, the leading cause of death for children over age 1 is injury, 
including motor vehicle crashes, firearms, and drowning. Well-child care (or health 
supervision) provides a vehicle for health professionals to promote healthy lifestyle 
choices, monitor physical and behavioral pathology and provide age appropriate 
counseling (or anticipatory guidance). 

Well-child visits are the hallmark of preventive care for children and provide the primary 
opportunity for prevention or early intervention for the vast array of developmental and 
behavioral problems. Because of the prevalence of obesity, attention-deficit 
disorder/hyperactivity, behavior disorders, depression, adolescent risk behaviors, and the 
stresses faced by parents, experts have noted that the term “well-child care” is applicable 
to fewM- and fewer children. Pediatricians reported in a national survey that they face an 
array of obstacles to providing quality well-child care: time constraints, low levels of 
reimbursement for preventive pediatric care, and lack of reimbursement for specific 
developmental services. 
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In the United States, the quality of preventive care — commonly referred to as well-child 
care — is highly variable. Despite the commitment of considerable time and resources by 
physicians and other child health professionals, too many children and their families do 
not get the care they need. 

Optimal relationships between pediatricians, their patients and the patient’s family occur 
in a medical home. A medical home is not a building, house, or hospital, but rather an 
approach to providing comprehensive primaiy care. A medical home is defined as 
primary care that is accessible, continuous, comprehensive, family centered, coordinated, 
compassionate, and culturally effective. The physician should be known to the child and 
family and should be able to develop a partnership of mutual responsibility and trust with 
them. These characteristics define the medical home. In contrast to care provided in a 
medical home, care provided through emergency departments, walk-in clinics, and other 
uigent-caie facilities, though sometimes necessary, is more costly and often less 
effective. 

Children from low-income families are more likely than other children to have serious 
health problems. There is also an inverse correlation between poverty and the education 
needed to manage these problems and/or other risk taking behaviors. While most 
pediatricians provide care for such families in their practices, financially they are being 
forced to limit the number that they can continue to see. One such practice is in Ohio 
that also takes care of 500 Medicaid children from Indiana. They Iwve just notified 
Indiana that they are dropping their patient caseload to 90. While they are retaining the 
patients that have the most complex problems, the others will need to be reassigned. 
Having a Medicaid/SCHIP card does not necessarily provide access to quality pediatric 
care in a timely fashion. Needed modifications in payment could quickly rectify this 
situation. 

The knowledge and science of healthy child development is a rapidly evolving field and 
the practice of pediatrics changes accordingly. Launched by the Health Resources and 
Services Administration’s Maternal and Child Health Bureau (MCHB) in 1990, “Bright 
Futures” is a national child health promotion and disease prevention initiative that 
provides principles, strategies, and tools that can be used to improve the health and well 
being of all children. A comprehensive revision of’ Bright Futures: Guidelines for 
Health Supervision of Infants, Children, and Adolescents” is near completion by the 
American Academy of Pediatrics. The experts drafting the recommendations have 
established priorities for each well child care visit to use as a guide in discussing health 
promotion and disease prevention with families. The first priority for every visit is 
addressing the concerns of the family around the health and development of their child. 

Dollar for dollar, providing better health care for children represents one of the best 
returns on investment available. This wise investment means ensuring that health care 
systems - including safety net providers and health insurers - are responsive to the 
unique health needs of children. As a nation, we must invest in improving children’s 
access to quality care. Just as coming events cast their shadows before them, so does the 
health of a nation’s children foreshadow the health of its future. 


2 
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Mr. Pallone. Thank you, Dr. Krol. 

Dr. Chapman, I know it says Mr. Chapman hut it also says you 
are a doctor so I am going to use that. You are a medical doctor, 
correct? 

Dr. Chapman. Yes, sir. That is correct. 

Mr. Pallone. Thank you. 

STATEMENT OF JACK CHAPMAN, M.D., PRESIDENT, HEALTH 
ACCESS INITIATIVE 

Dr. Chapman. Mr. Chairman, honorable members of the commit- 
tee, thank you for allowing me the opportunity to address you 
today. My name is Dr. Jack Chapman. I am president of the 
Health Access Initiative in Gainesville, Georgia. I am also in the 
private practice of ophthalmology and I currently serve as presi- 
dent-elect of the Medical Association of Georgia. 

I come before you today to share the story of how we are provid- 
ing for the health of the low-income uninsured in Hall County, 
Georgia, especially children. We have a collaborative effort between 
private physicians, the Good News Clinic, the Hall County Health 
Department, the Health Access Initiative and the Northeast Geor- 
gia Medical Center. 

What I would like to convey to you is how the old model worked 
and explain the new model now operating in our community. 

Good News Clinics was founded in the early 1990’s. It is the larg- 
est free clinic in the Southeast and one of the top 10 free clinics 
in the Nation. Largely with volunteer physicians, they provide free 
medical and dental care including medications to low-income unin- 
sured patients. This is accomplished through a freestanding phar- 
macy staffed by a full-time pharmacist. In 2006, there were 8,843 
medical clinic patient visits, 7,440 dental clinic visits and 66,451 
pharmacy visits. The medications they provided to the patient at 
no charge had a retail value of $3.8 million. Hall County has a pop- 
ulation of over 170,000. 

The Hall County Health Department provides a prenatal pro- 
gram in conjunction with the Longstreet Clinic, a private multispe- 
cialty group. Prenatal care helps decrease infant mortality and in- 
fants’ risk of health problems that would cost far more without pre- 
natal intervention. In 2004, Hall County’s infant mortality rate 
was 5.5 percent compared to 8.5 percent for the State of Georgia. 

The Hall County Health Department also provides clinical serv- 
ices with 29,737 clients served in 2006. 

In collaboration with community partners. Health Access Initia- 
tive provides access to health care for uninsured patients. Health 
Access is a consortium of partners including over 150 physicians, 
the local hospital, health department, free clinic, federally qualified 
clinic. United Way 2-1-1, chamber of commerce and other part- 
ners. This group came together to primarily fill the need for the 
specialty surgical care for the uninsured indigent. 

Health Access adds value to the existing resources in the commu- 
nity by providing specialty and surgical needs in a seamless man- 
ner. Under the old model, when someone needed surgery, the phy- 
sician seeing the patient at the Good News Clinic or the health de- 
partment would be in a predicament. The physician would have to 
stop what he or she was doing and take the time to make a num- 
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ber of phone calls in order to find a specialist surgeon that would 
do a favor for the clinic. If surgery was indicated, the physician 
who was doing the clinic a favor would have to call an anesthesia 
friend and ask that physician to do a favor for him. If radiology 
was needed, then the same would take place. Of course, the hos- 
pital operating room would need to be contacted as well, and this 
does not include the challenge if more than one specialty surgeon 
is needed as well. Under the old model, it was a cumbersome, time- 
intensive process without structure, organization or measurement. 

Health Access arose out of the Hall County Medical Society. 
What it accomplished under the new model is to bring all the par- 
ticipants together in a more coordinated fashion. We have the phy- 
sicians, hospital. X-ray and labs all agree to provide the care for 
qualified patients on the front end. This way when a patient is 
seen in the Good News Clinic that requires specialty care surgery, 
the physician there makes the determination and writes the order. 
In the new model. Health Access is notified and contacts the pa- 
tient to make all the arrangements. A photo ID is issued to the pa- 
tient to identify them as the Health Access patient using a cus- 
tomized software tracking program. If anesthesia is required for 
surgery, they are already committed to provide the care. The hos- 
pital is already on board to provide labs and OR. Also, the radiolo- 
gist is on board. The new model is seamless and user-friendly. It 
is also less of a burden for the volunteer physician and allows the 
physician to see more patients. 

To track this, the physician’s office providing the care sends a 
health claim form over to Health Access with the CPT code, the 
ICD9CM code, and the amount of services or care provided. We 
then enter this into our client tracking program so that we can 
track the care provided as well as how much was provided. We 
make sure that the patients keep all appointments and follow-up 
visits. Last year we documented a 90 percent compliance rate with 
patients keeping their appointments in the physicians’ offices. Ac- 
cording to the code, we track the value of services provided. In 
2006, Health Access Initiative physicians in Hall County provided 
over $815,000 in donated care. 

The emergency room is another entry point into our system. Our 
ER in Hall County is the third busiest in the State of Georgia with 
over 95,000 visits last year. When you think of an ER, you think 
of trauma, motor vehicle accident, heart attack. However, the No. 
1 diagnosis in our ER is earache. The ER is used as a clinic. The 
cost of taking care of a patient in the ER as opposed to the office/ 
clinic setting is three times. The Good News Clinic has data that 
shows their cost of care for a patient is $34 as compared to $221 
for the same patient in the ER. The Andrew Young Health Policy 
Center at Georgia State University 

Mr. Pallone. Dr. Chapman, you are about a minute over, so if 
you could summarize. 

Dr. Chapman. In closing, as you can see, it takes a lot of collabo- 
ration to make this work. The new model accomplishes this task. 
In fact, the Health Access Initiative was honored for this. 

I hope that you will recognize that individual communities can 
step up to the plate to provide their citizens in need. I hope you 
will continue to encourage and assist as possible. The donated care 
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model is not the answer to the problem of providing health care but 
is part of the answer. 

I thank you again for allowing me to be here today and I thank 
you for your time, service and attention you are giving to this very 
important issue. 

[The prepared statement of Dr. Chapman follows:] 

Testimony of Jack M. Chapman Jr., M.D. 

Mr. Chairman, honorable members of the committee, thank you for allowing me 
the opportunity to address you today. My name is Dr Jack Chapman. I am Presi- 
dent of the Health Access Initiative in Gainesville, GA. I am also in the private 
practice of Ophthalmology and I currently serve as President-elect of the Medical 
Association of Georgia. 

I come before you today to share the story of how we are providing for the health 
of the low income uninsured in Hall County Georgia, especially children. We have 
a collaborative effort between private physicians, the Good News Clinic, the Hall 
County Health Department, the Health Access Initiative, and the Northeast Georgia 
Medical Center. 

What I would like to convey to you is how the old model worked and explain the 
new model now operating in our community. 

Good News Clinics (GNC) was founded in the early 1990’s. It is the largest free 
clinic in the Southeast and one of the top 10 free clinics in the nation. Largely with 
volunteer physicians, they provide free medical and dental care including medica- 
tions to low income, uninsured patients. This is accomplished through a free stand- 
ing pharmacy staffed by a full-time pharmacist. In 2006 there were 8843 medical 
clinic patient visits, 7440 Dental Clinic visits and 66,451 pharmacy visits. The medi- 
cations they provided for - all at no charge to the patient - had a retail value of 
$3.8 million. Hall County Georgia is located in Northeast Georgia and has a popu- 
lation of over 170,000. 

The Hall County Health Department (HCHD) provides a prenatal program in con- 
junction with The Longstreet Clinic, a private multispecialty group. Prenatal care 
helps decrease infant mortality and infants’ risk of health problems that would cost 
far more without prenatal intervention. In 2004, Hall County’s infant mortality rate 
was 5.5 percent, compared to 8.5 percent for Georgia. 

The Hall County Health Department also provides clinical services with 29,737 
clients served in 2006. 

In collaboration with community partners. Health Access Initiative (HAI) provides 
access to healthcare for uninsured patients. HAI is a consortium of partners includ- 
ing over 150 physicians, the local hospital, health department, free clinic, federally 
qualified clinic, United Way 2-1-1, Chamber of Commerce, and other partners. This 
group came together to primarily fill the need for specialty/surgical care for the un- 
insured/indigent. 

HAI adds value to the existing resources in the community by providing specialty 
and surgical needs in a seamless manner. Under the old model, when someone need- 
ed surgery, the physician seeing the patient at the GNC or the HCHD would be in 
a predicament. The physician would have to stop what he or she was doing and take 
the time to make a number of phone calls in order to find a specialist/surgeon that 
would do a favor for the clinic. If surgery was indicated, the physician who was 
doing the clinic a favor would have to call an anesthesia friend and ask that physi- 
cian to do a favor for him. If radiology was needed then the same would take place. 
Of course, the hospital/operating room would need to be contacted as well and this 
does not 

Include the challenge if more than one specialty surgeon is needed. Under the old 
model it was a cumbersome time intensive process without structure, organization, 
or measurement. 

HAI arose out the Hall County Medical Society. What is done under the new 
model is to bring all of the participants together in a more coordinated fashion. We 
have the physicians, hospital, x-ray, and labs all agree to provide the care for quali- 
fied patients on the front end. This way, when a patient is seen at the GNC that 
requires specialty care/surgery, the physician there makes the determination and 
writes the order. In this new model, HAI is notified and contacts the patient to 
make all the arrangements. A photo ID card is issued to the patient to identify them 
as an HAI patient using a customized software tracking program. If anesthesia is 
required for surgery, they are already committed to provide the care for HAI. The 
hospital is already on board to provide labs and OR as needed. Also, the Radiologist 
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is on board as well. The new model is seamless and user friendly. This also lifts 
the burden from the volunteer physician and allows the physician to see more pa- 
tients. 

To track this, the physician’s office providing the care sends a health claim form 
over to HAI with the CPT code, the ICD9CM code, and the amount of services or 
care provided. We then enter this into our client tracking program so that we can 
track that the care was provided (i.e. the patient kept the appointment), as well as 
how much was provided. We make sure that the patient keeps all appointments and 
follow-up visits. Last year we documented a 90 percent compliance rate with pa- 
tients keeping their appointments in the physician’s offices. According to the code, 
we track the value of services provided. In 2006, HAI physicians provided over 
$815,000 in donated care. 

The emergency room (ER) is another entry point into our system. Our ER in Hall 
County Ga is the third busiest in the State of Georgia with over 95,000 visits last 
year. When you think of an n ER, you think of trauma, MVA, or heart attack. How- 
ever, the number one diagnosis in our ER is earache. The ER is used as a clinic. 
The cost of taking care of a patient in the ER as opposed to the office/clinic setting 
is three times. The GNC has data that shows their cost of care for a patient is $34 
as compared to $221 for the same patient in the ER. The Andrew Young Health 
Policy Center at Georgia State University has similar data. 

We have been too successful in getting people to go to the hospital/ER for care. 
The ERs have become clinics. At HAI, we work to keep the patient out of the ER. 
We want the patient to have a medical home that they use for their care. In fact, 
as part of our partnership, we are sent a daily report from the hospital notifying 
us if a patient in the HAI program was seen in the ER the day before. We then 
contact the patient to find out if the visit to the ER was the appropriate place to 
access the care that they needed. If not, then the patient is counseled on the appro- 
priate or better way to obtain the care they need and we make sure they have a 
follow up appointment with their primary care provider if needed. We are trying to 
change the habits as well as the behavior as it relates to going to the ER. 

Another important aspect to providing care and keeping healthcare resource utili- 
zation and cost down is to keep the patient from bouncing back and forth into the 
hospital. This requires the patient to have the medications needed available. If a 
patient does not obtain the medication required then they will have a difficult time 
improving and most likely will become worse with a more complicated illness that 
will be much more expensive and require much more in resources to treat. Through 
our partnership with GNC, HAI staffs a pharmacy tech to help provide free medica- 
tions to meet acute needs. The medication assistance programs are used to meet 
chronic needs. 

As you can see, it takes a lot of collaboration to make this work. The new model 
accomplishes this task. In fact, the HAI was honored by the Healthcare GA Eounda- 
tion with the Community Service Collaborative of the Year Award for 2006. 

In closing, I hope that you will recognize that individual communities can step 
up to the plate to provide for their citizens in need. I hope that you will continue 
to encourage and assist as possible, communities to start collaboratives like HAI 
and GNC. It really takes all parties coming together and working in a coordinated 
manner to provide for this problem. 

This donated care model I have described is not THE answer to the problem of 
providing healthcare for those who are low income and uninsured, but it can be a 
PART of the answer and can go a long way in helping many people who could not 
otherwise obtain the healthcare they need. 

Thank you again for allowing me to be here today. Thank you for the time, service 
and attention you are giving to this very important issue. 


Mr. Pallone. Thank you. 

Ms. Koyanagi. 

STATEMENT OF CHRIS KOYANAGI, POLICY DIRECTOR, 
BAZELON CENTER FOR MENTAL HEALTH LAW 

Ms. Koyanagi. Thank you, Mr. Chairman. I appreciate the op- 
portunity to testify today on children’s mental health. 

I think for policy purposes, it is really helpful to think of children 
who need mental health services in some different groupings. First 
of all, one in five children in this country have a diagnosaWe men- 
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tal disorder that requires treatment. Eleven percent of children 
have a mental disorder that also is accompanied by a significant 
functional impairment. Obviously those children need more-inten- 
sive services. And 5 percent of children have a mental disorder 
which causes extreme functional impairment and those children 
need a wider array of services as well as more-intensive services. 

And unfortunately for most children, access to mental health 
care is pretty abysmal. First of all, obviously children who are un- 
insured have little recourse, and what that is not the topic today, 
I do hope the committee will focus on the issue of uninsured chil- 
dren. But our public mental health systems are now so overbur- 
dened that they really cannot accept people who don’t have either 
public insurance or private coverage. 

But children who have private coverage through employer-based 
plans also have limits on their mental health services. Typically 
these plans only cover basic mental health, outpatient therapy, 
medications and hospitalization, and also there are limits on the 
array of those services, typically 30 inpatient days or 20 outpatient 
sessions is what you will find in most policies. Legislation intro- 
duced by Representatives Kennedy and Ramstad, the Mental 
Health Parity Act, would address this problem. We certainly urge 
the Congress to enact that bill. 

But unfortunately, these limits in private plans have also been 
imported into SCHIP and Medicaid. SCHIP permits States to use 
benchmark plans, private plans as their models for SCHIP and 
many States do, and also now through the Deficit Reduction Act, 
Medicaid populations can also be placed into these kinds of bench- 
mark plans which brings all these limits on mental health services 
into these public programs so many low-income children also can- 
not receive the course of mental health treatment that they need. 

We would urge Congress to address this in SCHIP by requiring 
equity in the mental health benefits and also perhaps to either re- 
peal the benchmark provision in Medicaid or at least require those 
benchmark plans include a reasonable mental health package. 

In addition, SCHIP has a further problem for us in terms of men- 
tal health coverage because States may choose to cover only 75 per- 
cent of the actuarial value of the mental health benefit in the 
benchmark. So first your benchmark has limits and then under 
SCHIP, States can reduce even further and have even tighter lim- 
its. Chairman Dingell has introduced a bill, the Children’s Health 
First Act, which would rectify that problem and we would urge the 
committee to take a look at that. 

For children who have more severe mental health disorders, not 
only are the limits in the private plans and SCHIP inadequate but 
so is the range of services. These children require intensive commu- 
nity-based services such as in-home services, services in school. 
Their parents need help in understanding the disorder and how to 
respond when crises are emerging. These children need case man- 
agement to meld these services together and various comprehen- 
sive programs, and a point of fact, we generally see that those serv- 
ices are only available under Medicaid. 

The gaps in coverage can be disastrous for families. There are 
many families who are advised by public officials to give up custody 
of their child to a public agency in order to ensure that the child 
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has access to these kinds of comprehensive services. The GAO 
found almost 13,000 such children in just 19 State child welfare 
agencies and 30 county juvenile justice systems but GAO pointed 
out that these data grossly understate the problem because so few 
States keep the data. 

So the bottom line is that Medicaid is the critical safety net for 
children with the most serious mental disorders and the only pro- 
gram that covers all the array of services that they need. 

I would like to alert the committee that we are extremely con- 
cerned that the Medicaid community mental health services pack- 
age is being amended by CMS, which is both having some audits 
conducted of these programs including I think an audit that is 
going on now in Georgia and also considering amending its regula- 
tions to reduce coverage of the community services. This is ironic 
because these community-based services are the least costly and 
because they enable children to stay with their own families or in 
alternative family-like settings, they are the most effective and the 
most likely to have long-lasting effects rather than placing children 
in institutions far away from their home. 

The Surgeon General in 1999 and the President’s Commission on 
Mental Health in 2003 have both made clear that we have now ex- 
tremely effective treatments for mental health disorders but that 
these are far too frequently unavailable. America’s children deserve 
a healthy start in life and that would include having early and ef- 
fective access to treatment for their mental disorders. 

Thank you, Mr. Chairman. 

[The prepared statement of Ms. Koyanagi follows:] 

Testimony of Chris Koyanagi 

Good morning Chairman Pallone, Representative Deal and members of the Sub- 
committee. My name is Chris Koyanagi. I am the policy director for the Judge David 
L. Bazelon Center for Mental Health Law. The Bazelon Center is the leading na- 
tional nonprofit, legal-advocacy organization representing people with mental dis- 
abilities. The Center works to define and uphold the rights of adults and children 
with mental disabilities who primarily rely on public services to ensure that they 
have equal access to health and mental health care, education, housing and employ- 
ment. 

Thank you for the opportunity to share our insights regarding mental health care 
for children in the public and private sector, including barriers to care, the con- 
sequences of inadequate access to care, and opportunities for Congress to improve 
access and provide a healthy start for children with mental health needs. It is our 
hope that this hearing will result in increased support for specific legislative propos- 
als that will provide appropriate and timely access to mental health services and 
supports in both the public and private sectors. 

During my testimony, I will describe opportunities within the committee’s juris- 
diction to address shortcomings in health care coverage for children with mental 
health needs such as approving the bipartisan Paul Wellstone Mental Health and 
Addiction Equity Act, enacting the bipartisan Keeping Families Together Act, elimi- 
nating the discriminatory limits on mental health care in State Children’s Health 
Insurance Program (SCHIP), and preserving and strengthening the public sector 
Medicaid program. 


Overview of Children’s Mental Health 

Mental disorders affect about one in five American children and five to nine per- 
cent experience serious emotional disturbances that severely impair their function- 
ing. Children from low-income households are at increased risk of mental health 
problems and research has indicated that children in Medicaid and SCHIP have a 
much higher prevalence of mental health problems than other insured children or 
even uninsured children. Tragically, a large majority of children struggling with 
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these mental disorders (79 percent by some estimates) do not receive the mental 
health services they need. Not surprisingly, uninsured children have a higher rate 
of unmet need than children with public or private insurance. 

More than just a problem for the uninsured, children covered by private or public 
health plans have serious coverage gaps that prevent them from obtaining needed 
mental health services. For instance, private health plans set arbitrary limits on 
mental health coverage, such as caps on the number of times a child may be seen 
by a therapist over the course of a year. Approximately 68 percent of Americans 
under the age of 18 are covered by private insurance, while public programs (such 
as Medicaid and SCHIP) cover about 19 percent. 

Within the public sector, discriminatory limits on mental health services in 
SCHIP that would not be permissible in Medicaid have restricted access to care for 
children and adolescents. Additionally, current Administrative activities that re- 
strict reimbursement under the Medicaid rehabilitative services option limit access 
to a range of critical community-based services for children and adults that help 
them remain in the community — a goal supported by the President’s Commission on 
Mental Health. 

Without early and effective identification and intervention, childhood mental dis- 
orders can lead to a downward spiral of school failure, poor emplo 3 Tnent outcomes, 
and, later poverty in adulthood. Untreated mental illness may also increase a child’s 
risk of coming into contact with the juvenile justice system, and children with men- 
tal disorders are a much higher risk of suicide. According to the Surgeon General, 
an estimated 90 percent of children who commit suicide have a mental disorder. 

Fortunately, poor outcomes for children with mental health needs can be pre- 
vented with access to appropriate services. 

Insurance Reform Needed to Improve Access and Avoid Tragic Outcomes 

Mental health treatment can be very expensive and most families rely upon insur- 
ance to help cover the cost of these services. For example, one outpatient therapy 
session can cost more than $100. Residential treatment facilities, which provide 24 
hours of care, seven days a week, can cost $250,000 a year or more. However, em- 
ployer based coverage often restricts access to mental health services for children 
and adults by placing limits on mental health coverage that they do not place on 
medical/surgical care. Limits on mental health coverage includes lower outpatient 
office visit limits, lower hospital stay limits, higher outpatient office visit co-pay- 
ments, and higher outpatient office visit co-insurance. Data show that 94 percent 
of health maintenance plans and 96 percent of other plans have these restrictions. 
Families that face health insurance restrictions or exhaust their health insurance 
benefits are left without options. 

Enacting mental health parity legislation (sponsored by Representatives Patrick 
Kennedy and Jim Ramstad) would be an essential first step to improving access in 
the private sector. Comprehensive parity legislation would help by prohibiting pri- 
vate insurers from denying access to needed services because of stigma and dis- 
crimination through current limitations and restrictions on mental health care that 
are not placed on general health care. Additionally, this Federal legislation would 
extend parity protections to the many self-funded employer-sponsored plans, that 
are currently exempt from any State mental health parity laws. 

Gaps in services and limits in coverage can be disastrous and could lead to cus- 
tody relinquishment whereby parents of children with mental disorders forgo cus- 
tody of their children so they can become wards of the State and eligible for medical 
assistance. It is clear that across the country, children needing intensive mental 
health treatment are not receiving the care they need early on to prevent a host 
of adverse outcomes, including custody relinquishment. According to a General Ac- 
counting Office (GAO) report of April 2003, at least 12,700 children were placed in 
child welfare or juvenile justice system in 2001, solely to access State-funded mental 
health services. But this finding grossly understates the extent of the problem. GAO 
also found that most States and counties do not track how often custody relinquish- 
ment occurs and the 12,700 figure only reflects data from 19 child welfare depart- 
ments and 30 county-level juvenile justice systems. 

Legislation entitled the Keeping Families Together Act (H.R. 687-S. 382) has 
been introduced to help prevent parents from having to choose between custody and 
care by funding State-level interagency systems of care to improve mental health 
sources for children with mental disorders at risk of or already subjected to custody 
relinquishment. This legislation is sponsored by Representatives Patrick Kennedy, 
Jim Ramstad, and Pete Stark and Senators Susan Collins and Tom Harkin. It has 
been referred to the Energy and Commerce Committee and we urge the committee 
to approve this crucial piece of legislation as soon as possible. 
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Many families cite gaps in private insurance coverage as a major factor in their 
decisions to relinquish custody of their children. Private insurance plans do not 
cover the full array of intensive, community-based rehabilitative services that chil- 
dren ■with the most severe mental or emotional disorders need’services that ■would 
be covered under Medicaid. 

Medicaid Provides Vital Access to Mental Health Services 

Medicaid is a critical source of support for mental health care, accounting for 20 
percent of all mental health spending. Thanks in large part to the Early and Peri- 
odic Screening, Diagnosis, and Treatment (EPSDT) benefit. Medicaid covers a com- 
prehensive array of mental health services for children, including intensive services 
in the community that offer the greatest potential for avoiding costly institutional 
care. Medicaid is the only source of coverage that finances a full range of the reha- 
bilitative services needed by children with mental disorders. 

Last Congress, the bipartisan Family Opportunity Act was enacted as part of the 
Deficit Reduction Act to give States the option of allowing families with children 
with disabilities to buy Medicaid coverage for their children. This new law also cre- 
ated a demonstration program to provide home and community- based services to 
children with serious emotional and behavioral disorders as alternatives to psy- 
chiatric residential treatment. Enactment of these important provisions were a sig- 
nificant step in strengthening the Medicaid program by enabling families to meet 
their children’s serious health and mental health needs while still keeping their 
families intact. 

Further steps that must be taken include strengthening the Medicaid EPSDT ben- 
efit so that all children served by Medicaid, including those with mental health dis- 
orders, receive comprehensive screening. Non-compliance with EPSDT leads to re- 
duced access to services and puts children in need of treatment at great risk of expe- 
riencing a host of other adverse consequences. 

Medicaid coverage of community-based services through the rehabilitative services 
option is also critically important for children with mental health needs, especially 
children with serious disorders. These intensive rehabilitative community-based 
services for kids include multisystemic therapy, intensive home-based services for 
children and adolescents, therapeutic foster care, and behavioral aide services. 
These services are effective alternatives to institutional care for children and adults 
with severe mental disorders and are critical to promoting resiliency and recovery 
from mental illness. Medicaid is generally, the only source of coverage for them, spe- 
cifically through the rehabilitative services option. 

Unfortunately, the administration has indicated it will narrow coverage under the 
rehabilitative services option through regulatory changes. During the Deficit Reduc- 
tion Act deliberations last Congress, Members deliberately rejected the administra- 
tion’s proposed changes to Medicaid coverage of rehabilitative services. Nonetheless, 
the administration is currently going forward with narrowing the scope of the reha- 
bilitation option through the regulatory process as well as changes in coverage pol- 
icy implemented through audits by the Health and Human Services Office of the 
Inspector General. The integrity of the Medicaid program and the standards set by 
Congress regarding the scope of optional service programs must be maintained. The 
back door approach being used by the administration, and shunned by Congress in 
the recent past, would drastically affect specific interventions that enable children 
and adults with serious mental disorders to function independently, learn in school, 
socialize age appropriately and experience symptom reduction. 

SCHIP Changes Required to Eliminate Disparities and Impro’ve Access 

SCHIP has generally been very successful in expanding health care coverage to 
millions of previously uninsured children, and States that simply expanded their 
Medicaid programs to cover these additional children offer comprehensive mental 
health services. However, States have the option to establish stand-alone SCHIP 
plans that are separate from their Medicaid programs and modeled after private in- 
surance benchmark plans. Unfortunately, many States have adopted into these sep- 
arate SCHIP plans private-insurance style limits on mental health services that 
would not be permissible in Medicaid, including caps on inpatient and outpatient 
care. 

A study of SCHIP managed care plans found wide variations in the scope and lim- 
its of mental health treatment, with many States limiting outpatient services to 20 
visits and inpatient days to 30 or less. These limits are not based on the medical 
needs of beneficiaries or best practice guidelines and result in coverage that is whol- 
ly inadequate for children with mental disorders. Another study found that children 
with complex mental health needs would have access to full coverage of needed serv- 
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ices in only approximately 40 percent of States due to limited benefits in SCHIP 
plans. 

Mental health services are key components of the range of services children need 
for healthy development, and children enrolled in separate SCHIP plans deserve 
comprehensive coverage for their mental health needs For these children to have ac- 
cess to appropriate range of services, the law must be amended to ensure that all 
SCHIP plans provide mental health coverage that is equivalent to the coverage pro- 
vided for general health care. 

On February 28, 2007, over 40 national organizations representing children in the 
child welfare and mental health system sent a letter urging you to use this critical 
opportunity afforded by the SCHIP reauthorization process to prohibit disparate 
limits on mental health care for children in separate SCHIP plans. 

Furthermore, language in the SCHIP statute even allows States to provide signifi- 
cantly less mental health coverage in their separate SCHIP plans than is covered 
in the benchmark plan they select. The law allows States that opt to create a sepa- 
rate plan to reduce the actuarial value of the mental health benefit by 25 percent — 
that is, the mental health benefit in SCHIP need only be actuarially equivalent to 
75 percent of the benefit in the benchmark plan itself. This statutory provision au- 
thorizes States to establish SCHIP benefit packages that are totally inadequate for 
treating the great majority of childhood mental disorders. 

This provision allowing the reduction of mental health benefits to 75 percent of 
the mental health benefits in the benchmark plans must be eliminated, and we com- 
mend Chairman Dingell for including a provision to do just that in his bill entitled 
the Children’s Health First Act. 

In conclusion, it is clear that many parents face tremendous barriers to accessing 
adequate mental health services for their children. Both the President’s Commission 
on Mental Health and the Surgeon General have declared children’s mental health 
coverage to be in crisis. It is unthinkable that a child with asthma would enter the 
child welfare system solely to access treatment. But, for children with mental health 
needs, this is precisely what does happen across the country. 

I urge you to take advantage of all legislative opportunities to improve access to 
mental health services and supports for children. Proposals before the committee to 
remedy the failings of the private and public sector serving children with mental 
health needs must be seized to offer these children a fair chance at overcoming the 
extra challenges they face. 

I thank you for holding this vital hearing and would be happy to answer any 
questions you might have. 


Mr. Pallone. Thank you very much, and I want to thank all the 
panelists and we will now have some questions. I recognize myself 
for 5 minutes for questions. 

I am going to start with Dr. Krol. On the first panel, our ranking 
member. Congressman Deal, mentioned some technical changes to 
the Deficit Reduction Act which are needed to protect the children’s 
benefit in Medicaid EPSDT, or Early Periodic Screening, Detection 
and Treatment, and then Mr. Scheppach described these changes 
as limiting flexibility, but my understanding is the technical 
change doesn’t affect flexibility, it merely clarifies that this impor- 
tant children’s benefit is unaffected. In fact. Senators Grassley and 
Baucus and Congressman Barton have acknowledged that the Defi- 
cit Reduction Act was not intended to affect the EPSDT benefit for 
children and I believe the American Academy of Pediatrics sup- 
ports this technical change. 

So I just wanted to ask you. Dr. Krol, why is EPSDT so impor- 
tant for children and why is this technical change needed to protect 
children’s coverage, if you will? 

Dr. Krol. Thank you for that question. First of all, the American 
Academy of Pediatrics does support that technical change whole- 
heartedly. I can speak as a pediatrician that takes care of kids and 
tell you a little bit of why EPSDT is so important to me and the 
children that I take care of, and I sometimes cringe when I hear 
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the acronym rather than saying it all out because we lose what it 
actually means when we just say EPSDT. It makes it a little easier 
on us. But the first part is early. What it allows me to do is, I can 
assess children as early as possible. When they walk into my 
door — well, they are not walking in the door at a week of age but 
they are brought into my door and I see these parents and I can 
assess risk in this child for a variety of different things and it gives 
me the opportunity to connect with my colleagues or my mental 
health colleagues if I need a referral. That is the first part. The pe- 
riodicity is very important. Over time kids change, their cir- 
cumstances change and the science changes over time, and I need 
that ability to over time assess a child. That relationship between 
me and that family is extremely important and EPSDT allows me 
to do that. But what it really allows me to do is to screen. It allows 
me to provide age-appropriate screening, trying to prevent disease 
before it happens rather than waiting until the disease comes and 
treating the disease. My goal is to have a child go 18 years through 
my office, 21 years through my office, sometimes 24 years through 
my office, and all I am doing is telling parents what is coming up, 
here is what is going to happen with your child, here is what is 
going to be going on rather than a child coming in and having some 
sort of issue that I am going to have to deal with as far as an ill- 
ness. What EPSDT allows me to do is to prevent disease, amelio- 
rate needs, address concerns of families and children, especially 
when they are adolescents, and it allows me to collaborate to ad- 
dress the disease if they do have that. I think that technical change 
is needed to maintain that. 

Mr. Pallone. Do you want to explain that a little more though, 
the technical change? What is it going to do? 

Dr. Krol. Well, what I think it will do is, it will allow me to do 
these, all of these things that I think are required to help me take 
care of kids in a better way, to help them live healthy and happy 
lives. By taking away these benefits, by removing these benefits, 
we just can’t do the job that we are doing right now. 

Mr. Pallone. OK. Let me also ask you, you mentioned obesity 
in your statement and I mentioned it in my opening statement and 
most people are aware the rates of childhood obesity are rapidly in- 
creasing. Can you comment on the impact that that trend is having 
on children and maybe on steps that pediatricians could take to 
combat the epidemic and also what types of things you think Con- 
gress could do to address the childhood obesity problem? 

Dr. Krol. It is a significant epidemic and a difficult question to 
answer for a variety of reasons, not the least of which is so many 
things impact obesity. The simplest way to look at it is calories in 
versus calories out, and if you want to affect obesity, you affect one 
or the other and ideally both. So on the front end, working with 
families and children on what they are taking in as far as what 
kind of foods are healthy, amounts, portion size, not sucking down 
a two-liter bottle of your favorite soft drink or sugared substance, 
and just to bring up the sugared substances, they are common risk 
factors to obesity and oral health issues, so there is an opportunity 
there to make a difference, not only in obesity but also in oral 
health. On the other side of the equation, affecting the calories that 
are expended, getting children more active, helping families work 
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with kids because the reality is, if I am going to make a change 
in a child, it has to happen within the family. If I tell a family or 
if I tell a child you got to eat better, you got to exercise more, but 
the environment they live in, they have food instability where they 
are not quite sure where their next meal is going to be coming from 
and they are buying from their favorite fast-food restaurant be- 
cause of 99-cent meals or they live in a neighborhood where they 
can’t access physical activity or they go to a school that has re- 
moved physical activity, physical education from the program or 
they have a school lunch which they may qualify for a free school 
lunch but junk-food machines are open at the same time and they 
take their money and they spend in a junk-food machine rather 
than in the healthier lunches. I think there are a lot of barriers 
that we have to address. Some of these I can do in my office but 
some of these have to happen on a community level that I can help 
impact but it really takes a team to address those issues. 

Mr. Pallone. Thank you. Since my children left, I can say that 
they are still even today trying to go to McDonald’s whenever pos- 
sible and I have to constantly tell them that there are alternatives 
to McDonald’s when we go out to eat. 

Dr. Krol. There are. 

Mr. Pallone. Thank you. 

Mr. Deal. 

Mr. Deal. Thank you, Mr. Chairman. With regard to clarifying 
the question that came up in the earlier panel and your question 
now with regard to the language that was in the Deficit Reduction 
Act about the flexibility and the benchmark plans of the States we 
have heard from the representative of the Governors’ office, I would 
like to ask permission to insert in the record letters from Dr. 
McClellan and Secretary Leavitt indicating that they would never 
approve a State plan that did not include the EPSDT provision, 
and if that needs further clarification to satisfy provider groups or 
the Governors, maybe you and I should have a meeting with Sec- 
retary Leavitt or perhaps even a hearing in the subcommittee. So 
I think that is a clarification. 

With regard to that issue of State benchmarks though, I know 
that one of our witnesses said they don’t like those but the reality 
is that a State benchmark says that your plan has to include, first 
of all, the EPSDT screening provisions but it also has to be mod- 
eled by what you provide to your State employees and the most 
prominent private health insurance plan in your State. Now, what 
taxpayers are objecting to is that in almost every instance we find 
that the Government programs, whether it be Medicaid or whether 
it be SCHIP, provide better benefits than the average taxpayer who 
is paying for those are able to buy in their own plans. Now, that 
is the consideration, and if you are not aware of that consideration, 
then you are not hearing what the public is saying on these issues. 

Let me address my remarks to Dr. Chapman, and Mr. Chairman, 
he is not only a doctor, he is a doctor two times over. He came to 
our community as an optometrist, practiced as an optometrist for 
a number of years, decided he wanted to take the next step up, 
went back to medical school and now came back and he is an oph- 
thalmologist, a medical doctor and the president-elect of our State 
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medical association, so he is indeed a fine member of our commu- 
nity. 

Let me draw some contrast though as to what we have heard in 
this hearing today. First of all, we heard in the first panel about 
the limitations on dental care, limitations that dealt with the avail- 
able number of dentists out there, the reimbursement rates that 
are perhaps not what they should be, the number of dentists avail- 
able in community health centers, et cetera. We have heard from 
Dr. Krol, who is saying that pediatricians need more money, that 
the plans don’t pay enough. Children of course are perhaps the 
most mandated covered population group that we have in our coun- 
try by virtue of all the Government programs that are out there. 
But let me contrast that with what Dr. Chapman is talking about. 
He is talking about in my community, which I am very proud and 
I appreciate him coming here to talk about it. My community, what 
happened to Diamonte Driver would never have happened in my 
community because it wasn’t a question of whether or not he was 
Medicaid-eligible. It wasn’t a question of whether he was SCHIP- 
eligible. He is talking about providing health care, dental and 
health care, without cost, without Government programs, without 
anything other than a medical and dental community and a com- 
munity as a whole that is interested in providing these kinds of 
services. Now, there are impediments, first of all, with regard to 
the Hall County Health Access. 

Now, Dr. Chapman, if I am correct, this is what, in collaboration 
with the medical community and the hospital, you are attempting 
to provide people who come in and don’t have a medical home, 
don’t know where to go other than the emergency room, a way of 
getting them appointments with doctors, including specialists. Is 
that correct? 

Dr. Chapman. That is correct. The problem that a lot of the clin- 
ics have when they come, they get a few doctors that are really in- 
terested in going and providing the care, then they get in there 
with a patient and then the patient needs a gallbladder surgery or 
needs some kind of other extra care. They look around, there is no- 
body there. Now when they turn around, we have somebody there. 

Mr. Deal. Of those 150 physicians, I believe you have every spe- 
cialty covered except maybe one. Is that right? 

Dr. Chapman. Yes, sir, we have them all covered. 

Mr. Deal. All right. You have them all covered. And then you 
mentioned the component of Good News Clinics. Now this once 
again is a totally free clinic. Is that correct? 

Dr. Chapman. It is totally free. That is correct. 

Mr. Deal. And it is staffed by both active physicians and active 
dentists as well as retired physicians and retired dentists make up 
their service providers. Is that correct? 

Dr. Chapman. That is correct. 

Mr. Deal. They don’t receive any Federal money? 

Dr. Chapman. No Federal money. 

Mr. Deal. No State money? 

Dr. Chapman. No State money. 

Mr. Deal. They have community chest and local voluntary char- 
ities that provide support, churches, et cetera. 



93 


Now, with regard to the first one, the Health Access where you 
have doctors who are willing to give their time free of charge, if you 
wanted to make a $10,000 contribution to that Health Access, you 
could write that off as a deduction, couldn’t you? 

Dr. Chapman. That is correct. 

Mr. Deal. Can you write off your services that you provide free 
of charge in any form or fashion? 

Dr. Chapman. No, I cannot. 

Mr. Deal. Do you still have to provide malpractice insurance if 
you want to be covered? 

Dr. Chapman. I do. 

Mr. Deal. And the retired doctors and dentists in the Good News 
Clinic, they can’t write off anything for their services, can they? 

Dr. Chapman. No, they cannot. 

Mr. Deal. And if they want liability protection, they have to pay 
for it out of their pocket. Is that right? 

Dr. Chapman. That is correct. 

Mr. Deal. Thank you, Mr. Chairman. 

Mr. Pallone. Mrs. Capps. 

Mrs. Capps. Thank you, Mr. Chairman. 

Dr. Krol, I want to make sure I have time to ask you a question 
further to explain about well-child visits and the importance of a 
medical home or primary provider. I am very interested in that. 

But I want to start, Ms. Koyanagi, with you to speak about com- 
munity-based services which is also dear to my heart. I want to 
clarify something for the record. On the values of mental health 
coverage and private plans as compared to SCHIP, it is my under- 
standing that Congress required when SCHIP was passed in 1997 
to provide coverage equaling 75 percent of the value of mental 
health coverage offered in private plans that were used as the, 
quote, benchmark. Is that correct? 

Ms. Koyanagi. That is correct. 

Mrs. Capps. I want to make sure that is on the record. You 
talked about home- and community-based service for children with 
emotional and behavioral disorders. As one who spent a career in 
a school setting where a lot of this first comes to light and families 
are identified through the lEP process or screening process, the 
role of the endangered professional that I represent, which is a 
school nurse, that there are roles that are played there at that kind 
of place where all children come that then can be seen as part of 
the early diagnosis or assessment or picking up these kind of 
things to refer and also then some about the wraparound services 
that could be available to support a family with a mental health 
issue in a child. 

Ms. Koyanagi. That is correct. Schools in fact provide a signifi- 
cant amount of the mental health services that children receive 
and many children only receive mental health services through 
schools. So they are a very integral part of a community mental 
health network. 

Mrs. Capps. And are there ways that we can in Congress ensure 
that this continues or that we build the strength of one community- 
based and include the school base include the community base? 

Ms. Koyanagi. Well, there are many ways, yes. The integration 
of mental health services with school-based services is one way 
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that the Substance Abuse and Mental Health Services Administra- 
tion promotes. Medicaid could pay more effectively for school-based 
health services and mental health services. There are barriers 
there that could be eliminated that would make it easier for these 
services to be paid for within the schools. 

Mrs. Capps. And we could provide some incentives for that hap- 
pening here in Congress because some of those barriers are Fed- 
eral. Am I right? 

Ms. Koyanagi. Absolutely. 

Mrs. Capps. I know firsthand that when we can see the school 
and the community together as part of a referral and also a treat- 
ment facility, that I think it is a win-win. Am I correct? 

Ms. Koyanagi. Yes, that is correct. 

Mrs. Capps. Thank you. 

Dr. Krol, I also agree very much with your emphasis on the im- 
portance of regular well-child visits and the importance of a medi- 
cal home or a health provider where multidisciplinary services 
could be centered. Can you explain about that? Should we have, for 
example, mental health services as a part of early periodic screen- 
ing service and should mental health professionals be part of the 
medical home? 

Dr. Krol. There is no question that mental health should be a 
part of that. Just as we mentioned the mouth is part of the body, 
the brain is a part of the body as well. There is no way around 
that. And in fact, development and mental health issues in younger 
children is extremely important. I can tell you in my own commu- 
nity in Toledo, Ohio, we have been talking considerably about the 
issue of autism and about trying to find ways to get to kids earlier 
in life to help families deal with this, which for many families is 
an overwhelming diagnosis anywhere on that spectrum and trying 
to find ways to include that within our medical home, within the 
services that we provide as a pediatrician but also making the con- 
nection out into the community because we cannot do it all in our 
office. We have to depend on our colleagues in the community as 
well as in the school, and I think what you pointed out is a signifi- 
cant barrier sometimes to many communities is the connection to 
mental health services. So you are exactly right. Mental health 
should be a significant part of the medical home. 

Mrs. Capps. Some of the symptoms, speaking of autism, come 
about with the early toddler care programs. Head Start programs. 
It is when parents become aware that there is something that 
needs to be looked into further. 

Dr. Krol. You are exactly right, and in my office I depend a lot 
on what parents tell me. i^en a parent tells me that something 
is wrong with their child, I take that very seriously and I pursue 
that to the point where I feel comfortable and the family feels com- 
fortable that there either is or isn’t something wrong with their 
child and so making that a significant and important part of the 
services that EPSDT provides and the services that I provide as a 
pediatrician in a medical home are very important. 

Mrs. Capps. Thank you both very much. I yield back. 

Mr. Pallone. Thank you. 

Dr. Burgess. 

Mr. Burgess. Thank you again, Mr. Chairman. 



95 


Dr. Krol, let me ask you, if I could, about the issue of medical 
devices in regard to children. Of course, adult populations’ medical 
devices have achieved a good deal of success but as the late Dr. 
Benji Brooks down in Houston where I trained in medical school, 
the patron saint of pediatric surgery, used to drill on us in medical 
school that kids are different. They are not just little people. So as 
far as medical devices are concerned, we talk about things like 
shunts, stents and pacemakers and that sort of thing. They have 
to be designed specifically for children. Is that correct? 

Dr. Krol. That is entirely correct, and while I am a general pedi- 
atrician, I depend significantly upon my surgical colleagues and 
they bring that to me all the time, the issues that they face regard- 
ing trying to adapt adult devices to kids if they can possibly do 
that, and the fact is that you can’t. They aren’t little adults. 

Mr. Burgess. Well, has the American Academy of Pediatrics con- 
ducted a study to determine if there is an unmet need for pediatric 
devices and what that unmet need might be? 

Dr. Krol. I have to admit that I don’t know for sure but I can 
definitely provide you with that information for your office. My 
thought is that we were looking into that considerably. We have 
surgical members of our academy that address these issues and 
face these issues all the time so I would not be surprised if our 
academy has addressed that but I don’t know the specific policy 
that we have on it. 

Mr. Burgess. If you find it and you can make it available to the 
committee, that would be super. 

We of course hear a lot on this committee about things like 
health literacy, low health literacy, health disparities. So what 
steps can be taken to coordinate care and ensure that children or 
in this case the children’s parents actually follow up and take the 
physician’s advice and follow up on the care recommended by the 
physician and do their appropriate follow-up visits? 

Dr. Krol. Well, you pointed out one of the many significant bar- 
riers to quality health care for children is the communication that 
we have with the parents specifically and a lot of that has to do 
with the literacy level, not just health literacy but literacy in gen- 
eral. So trying to find ways to make information and some of this 
very technological information that is easy for me to talk with you 
about as physicians but to bring that to a level where a family can 
understand that and a family that may have a fifth-grade, sixth- 
grade, eighth-grade reading level is sometimes very difficult. So 
trying to find ways to make information available to these families 
in a way that they can digest it, understand it, feel informed about 
it, able to make competent decisions for their kids is extremely im- 
portant. So finding any way where we can do that, we work very 
hard on trying to do that, not only on a health literacy level but 
also on a language level with families that speak different lan- 
guages that come into our communities. It is a significant barrier 
to health care and also a significant barrier to quality. Making sure 
that what I am saying is what the family is hearing is very impor- 
tant. 

Mr. Burgess. And along the same lines of the medical devices, 
if you have information that any study that the American Academy 
of Pediatrics has done regarding levels of health literacy and levels 
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of compliance, again I think the committee would be interested in 
that. 

In your testimony, you say that dollar for dollar, providing better 
health care for children represents one of the best returns on in- 
vestment available and obviously we do have to be concerned about 
return on investment when we are talking about the taxpayer’s dol- 
lar. So in a program like SCHIP, for example, that was specifically 
designed for children, has children as one of the capital letters in 
the acronym, would it not make sense to focus on providing care 
to children rather than providing care to adults in the SCHIP pro- 
gram? 

Dr. Krol. I can say this: As a pediatrician, taking care of a child 
is not just about taking care of the child. It is about taking care 
of the family that is taking care of that child. It is about an inter- 
action and a relationship with the family. We can’t pull the child 
away from that family and take care of them individually. When 
they leave my office, they go back to a home environment and go 
back to family members, siblings, aunts and uncles, grandmas and 
grandpas. We have to approach child health in some ways as fam- 
ily health, and as far as a specific benefit for parents, I will say 
that we can’t ignore the fact that children live in families and they 
can’t survive on their own without families, and the care that I pro- 
vide includes care for families and not just children. 

Mr. Burgess. But again, as a dollar for dollar return on invest- 
ment, a dollar invested in a child’s health is going to go farther 
than a dollar invested in an adult’s health. Is that a fair state- 
ment? 

Dr. Krol. I would say that yes, the money that is spent on chil- 
dren is definitely a great investment. I can’t say that it is nec- 
essarily better or worse. 

Mr. Burgess. Well, if we need to develop other programs to take 
care of family members who are not children, I mean, it seems to 
go beyond the scope of the SCHIP program. 

Mr. Chairman, I am going to yield back but I do want to make 
one general commercial announcement. We are going to have our 
trauma bill up on the floor later today, and of course, as a shame- 
less tie-in to the issue that is before us today, the leading cause 
of death for children over the age of 1-year is injury, specifically 
motor vehicle crashes, firearms and drownings, so our trauma bill 
that we are going to have on the floor today is extremely important 
and germane to this discussion. 

I will yield back. 

Mr. Pallone. Thank you. It is not a commercial announcement 
though, but thank you. 

That concludes our questions. I want to thank all of you for being 
here today and for bearing with us as we ask questions. 

I would just remind Members that you may submit additional 
questions for the record to be answered by the relevant witnesses 
and the questions should be submitted to the committee clerk with- 
in the next 10 days. The clerk will notify your offices of the proce- 
dure so obviously we may give you additional written questions and 
I hope you bear with us. 

Thank you very much, and without objection, this meeting of the 
subcommittee is adjourned. 
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[Whereupon, at 1:10 p.m., the subcommittee was adjourned.] 
[Material submitted for inclusion in the record follows:] 
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Chairman Dingell, Subcommittee Chairman Pallone, Ranking 
Member Barton and Ranking Member Deal, and Members of the 
Subcommittee: 

1 want to thank you for calling this important hearing in such a speedy 
manner. 

Last February, I was greatly saddened and appalled to hear of the 
tragic and preventable death of 12-year-old Deamonte Driver of Prince 
George’s County, Maryland. Deamonte died from a brain infection brought 
on by an abscessed tooth, which could have been easily treated with a 
routine tooth extraction. 

Unfortunately for Deamonte’s family, like too many other low- 
income families, dental care is out of their reach. Coverage under 
Medicaid’s State Children’s Health Insurance Program (SCHIP) varies from 
state to state, and even in states that provide dental services, such as in 
Maryland, too few dentists participate because of low reimbursement rates. 
As a result, less than one in three children enrolled in Maryland’s Medicaid 
program receive dental care, and only 900 of the state’s 5,500 dentists accept 
Medicaid. 


It is shocking that in the U.S. today, oral disease is the most prevalent 
chronic disease of children, and 80 percent of dental decay occurs in 25 
percent of children, primarily low-income and minority children. Not 
surprisingly dental care tops parents’ list of health care concerns. 
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No child should die from a treatable toothache, and I am outraged by 
this tragedy. 

That is why I recently joined my fellow Congressional delegates from 
Maryland in calling for comprehensive dental benefits under SCHIP. And I 
commend this Subcommittee for highlighting this grave situation. 

As Congress takes up the reauthorization of SCHIP, I look forward to 
working with Chairman Dingell and the members of this committee to 
ensure that all eligible children are enrolled and receive adequate health 
care. That includes providing children with the preventative dental care and 
access to providers that they need. 


Thank you for your attention, 
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Suite i OO 

Frankfort, KY 40601 
<502) 564-26 1 1 
FAX; (502) 564-25 17 


Committee on Enei^ and Commerce 
2125 Rayburn House Office Building 
Washington, DC 20515 

Dear Members of the House Energy and Commerce Q)mmittee: 

In May 2006, Kentucky was grated approval to implement major reforms in our 
Medicaid program. The majority of the charges Kentucky implemented were through 
flexibilities granted under the Deficit Reduction Act of 2(X)6 (DRA). The ability to offer 
four distinct benefit pacl^es to meet the individual needs of our members was a 
welcomed opportunity. The Deficit Reduction Act of 2006 was a positive step allowing 
stales the much needed flexibility to curtail exorbitant cost increases and to generally 
improve their Medicaid programs. 

The supplemental emergency spending bill currently under consideration appean 
to contain language that may impact a state’s ability to provide benchmark packages to its 
Medicaid meirJDers. While I understand the importance of the Early and Periodic 
Screening Diagnosis and Treatment (EPSDT) Program and believe in it wholeheartedly, 

I feel the language intended as technical correaions to Section 6044 of the DRA should 
be pi^ed in a more appropriate bill where the true intent cannot be misconstrued or 
misinterpreted. In addition, I believe all states should have the opportunity to review the 
language and submit testimony regarding the fiscal in^^ this alteration have on 
their programs before the bill is passed. 

While I believe the proposed change will have little impaa on Kentucky's 
program if in^lemented, I am concerned that the provision may adversely impact other 
states, such as those experiencing a budget shortfall in their Qiildren’s Health Insurance 
Program (CHIP) this year. Therefore, I respectfully request that the language intended 
for Section 6003 of the DRA be moved to a bill that would be more appropriate and 
suitable for its intent and that states be given the opportunity to review and discuss any 
financial needs resulting from the proposed alteration of the DRA 
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For Want of a Dentist 

Pr. George's Boy Dies After Bacteria From Tooth Spread to Brain 
By Mary Otto 

Washington Post Staff Writer 
Wednesday, February 28, 2007; B01 

Twelve-year-oid Deamonte Driver died of a toothache Sunday. 

A routine, $80 tooth extraction might have saved him. 

If his mother had been insured. 

If his family had not lost its Medicaid. 

If Medicaid dentists weren't so hard to find. 

If his mother hadn't been focused on getting a dentist for his brother, who had six 
rotted teeth. 

By the time Deamonte's own aching tooth got any attention, the bacteria from the 
abscess had spread to his brain, doctors said. After two operations and more 
than six weeks of hospital care, the Prince George's County boy died. 

Deamonte's death and the ultimate cost of his care, which could total more than 
$250,000, underscore an often-overlooked concern in the debate over universal 
health coverage; dental care. 

Some poor children have no dental coverage at all. Others travel three hours to 
find a dentist willing to take Medicaid patients and accept the Incumbent 
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paperwork. And some, including Deamonte's brother, get in for a tooth cleaning 
but have trouble securing an oral surgeon to fix deeper problems. 

In spite of efforts to change the system, fewer than one in three children in 
Maryland's Medicaid program received any dental service at all in 2005, the 
latest year for which figures are available from the federal Centers for Medicare 
and Medicaid Services. 

The figures were worse elsewhere In the region. In the District, 29.3 percent got 
treatment, and in Virginia, 24.3 percent were treated, although all three 
jurisdictions say they have done a better Job reaching children in recent years. 

"I certainly hope the state agencies responsible for making sure these children 
have dental care take note so that Deamonte didn't die in vain," said Laurie 
Norris, a lawyer for the Baltimore-based Public Justice Center who tried to help 
the Driver family. "They know there is a problem, and they have not devoted 
adequate resources to solving it." 

Maryland officials emphasize that the delivery of basic care has improved greatly 
since 1997, when the state instituted a managed care program, and 1998, when 
legislation that provided more money and set standards for access to dental care 
for poor children was enacted. 

About 900 of the state's 5,500 dentists accept Medicaid patients, said Arthur 
Fridley, last year's president of the Maryland State Dental Association. Referring 
patients to specialists can be particularly difficult. 

Fewer than 16 percent of Maryland's Medicaid children received restorative 
services - such as filling cavities ~ In 2005, the most recent year for which 
figures are available. 
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For families such as the Drivers, the systemic problems are often compounded 
by personal obstacles: lack of transportation, bouts of homelessness and erratic 
telephone and mail service. 

The Driver children have never received routine dental attention, said their 
mother, Alyce Driver. The bakery, construction and home health-care jobs she 
has held have not provided insurance. The children's Medicaid coverage had 
temporarily lapsed at the time Deamonte was hospitalized. And even with 
Medicaid's promise of dental care, the problem, she said, was finding it. 

When Deamonte got sick, his mother had not realized that his tooth had been 
bothering him. Instead, she was focusing on his younger brother, 10-year-old 
DaShawn, who "complains about his teeth all the time," she said. 

DaShawn saw a dentist a couple of years ago, but the dentist discontinued the 
treatments, she said, after the boy squirmed too much in the chair. Then the 
family went through a crisis and spent some time in an Adelphi homeless shelter. 
From there, three of Driver's sons went to stay with their grandparents in a two- 
bedroom mobile home in Clinton. 

By September, several of DaShawn's teeth had become abscessed. Driver 
began making calls about the boy's coverage but grew frustrated. She turned to 
Norris, who was working with homeless families in Prince George's. 

Norris and her staff also ran into barriers: They said they made more than two 
dozen calls before reaching an official at the Driver family's Medicaid provider 
and a state supervising nurse who helped them find a dentist. 

On Oct. 5, DaShawn saw Arthur Fridley, who cleaned the boy's teeth, took an X- 
ray and referred him to an oral surgeon. But the surgeon could not see him until 
Nov. 21 , and that would be only for a consultation. Driver said she learned that 
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DaShawn would need six teeth extracted and made an appointment for the 
earliest date avaiiable: Jan. 16. 

But she had to cancel after learning Jan. 8 that the children had lost their 
Medicaid coverage a month earlier. She suspects that the paperwork to confirm 
their eligibility was mailed to the shelter in Adelphi, where they no longer live. 

It was on Jan. 1 1 that Deamonte came home from school complaining of a 
headache. At Southern Maryland Hospital Center, his mother said, he got 
medicine for a headache, sinusitis and a dental abscess. But the next day, he 
was much sicker. 

Eventually, he was rushed to Children's Hospital, where he unden/vent 
emergency brain surgery. He began to have seizures and had a second 
operation. The problem tooth was extracted. 

After more than two weeks of care at Children’s Hospital, the Clinton seventh- 
grader began undergoing six weeks of additional medical treatment as well as 
physical and occupational therapy at another hospital. He seemed to be mending 
slowly, doing math problems and enjoying visits with his brothers and teachers 
from his school, the Foundation School in Largo. 

On Saturday, their last day together, Deamonte refused to eat but otherwise 
appeared happy, his mother said. They played cards and watched a show on 
television, lying together in his hospital bed. But after she left him that evening, 
he called her. 

"Make sure you pray before you go to sleep," he told her. 

The next morning at about 6, she got another call, this time from the boy's 
grandmother. Deamonte was unresponsive. She rushed back to the hospital. 


"When I got there, my baby was gone," recounted his mother. 
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She said doctors are still not sure what happened to her son. His death certificate 
listed two conditions associated with brain infections: "meningoencephalitis" and 
"subdural empyema." 

In spite of such modern innovations as the fluoridation of drinking water, tooth 
decay is still the single most common childhood disease nationwide, five times as 
common as asthma, experts say. Poor children are more than twice as likely to 
have cavities as their more affluent peers, research shows, but far less likely to 
get treatment. 

Serious and costly medical consequences are "not uncommon," said Norman 
Tinanoff, chief of pediatric dentistry at the University of Maryland Dental School 
in Baltimore. For instance, Deamonte's bill for two weeks at Children’s alone was 
expected to be between $200,000 and $250,000. 

The federal government requires states to provide oral health services to children 
through Medicaid programs, but the shortage of dentists who will treat indigent 
patients remains a major barrier to care, according to the National Conference of 
State Legislatures. 

Access is worst in rural areas, where some families travel hours for dental care, 
Tinanoff said. In the Maryland General Assembly this year, lawmakers are 
considering a bill that would set aside $2 million a year for the next three years to 
expand public clinics where dental care remains a rarity for the poor. 

Providing such access, Tinanoff and others said, eventually pays for itself, 
sparing children the pain and expense of a medical crisis. 

Reimbursement rates for dentists remain low nationally, although Maryland, 
Virginia and the District have increased their rates in recent years. 
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Dentists also cite administrative frustrations dealing with the Medicaid 
bureaucracy and the difficulties of serving poor, often transient patients, a study 
by the state legislatures conference found. 

"Whatever we've got is broke," Fridley said. "It has nothing to do with access to 
care for these children." 



107 


Statement by Mark B. McClellan, M.D., Ph.D, Administrator, Centers for 
Medicare & Medicaid Services 

Questions have been raised about the new section 1937 of the Social Security Act 
(SSA) (as added by the Deficit Reduction Act of 2005) that permits states to provide 
Medicaid benefits to children through benchmark coverage or benchmark equivalent 
coverage. If a State chooses to exercise this option, the specific issue has been raised 
as to whether children under 19 will still be entitled to receive EPSDT benefits in 
addition to the benefits provided by the benchmark coverage or benchmark equiva- 
lent coverage. The short answer is: children under 19 will receive EPSDT benefits. 

After a careful review, including consultation with the Office of General Counsel, 
CMS has determined that children under 19 will still be entitled to receive EPSDT 
benefits if enrolled in benchmark coverage or benchmark equivalent coverage under 
the new section 1937. CMS will review each State plan amendment (SPA) submitted 
under the new section 1937 and will not approve any SPA that does not include the 
provision of EPSDT services for children under 19 as defined in section 1905(r) of 
the SSA. 

In the case of children under the age of 19, new section 1937 (a) (1) is clear that 
a state may exercise the option to provide Medicaid benefits through enrollment in 
coverage that at a minimum has two parts. The first part of the coverage will be 
benchmark coverage or benchmark equivalent coverage, as required by subsection 
(a) (1) (A) (i), and the second part of the coverage will be wrap-around coverage of 
EPDST services as defined in section 1905(r) of the SSA, as required by subsection 
(a) (1) (A) (ii). A State cannot exercise the option under section 1937 with respect 
to children under 19 if EPSDT services are not included in the total coverage pro- 
vided to such children. 

Subparagraph (C) of section 1937 (a) (1) permits states to also add wrap-around 
or additional benefits. In the case of children under 19, wrap-around or additional 
benefits that a state could choose to provide under subparagraph (C) must be a ben- 
efit in addition to the benchmark coverage or benchmark equivalent coverage and 
the EPSDT services that the state is already required to provide under subpara- 
graph (A) of that section. Subparagraph (C) does not in any way give a state the 
flexibility to fail to provide the EPSDT services required by subparagraph (A) (ii) 
of section 1937 (a) (1). 


The Secretary of Health and Human Services 

August 25, 2006 

The Honorable Joseph Barton 

Chairman 

Committee on Energy and Commerce 

House of Representatives 

Washington, DC 20515 

Dear Mr. Chairman: 

Thank you for your letter regarding the Deficit Reduction Act of 2005 (DRA) and 
congressional intent with regard to sections 6041 and 6044 of the DRA. 

Section 6041 of the DRA created a new section 1916A of the Social Security Act 
(the Act) in which States can choose alternative premiums and cost sharing for cer- 
tain Medicaid beneficiaries. On June 16, 2006, we issued guidance to the States on 
cost sharing. As stated in that guidance, for persons with family income at or below 
100 percent of the Federal poverty level, we plan to apply the limitations of section 
1916 of the ACT so that States may not impose alternative premiums and cost shar- 
ing under section 1916A for this group. 

Section 6044 of the DRA provides that States can choose to implement benefit 
flexibilities authorized by a newly created section 1937 of the Act. However, the 
statute prohibits States from requiring enrollment in an alternative benefit package 
for our most vulnerable populations; i.e., pregnant woman; certain low-income par- 
ents, adults, and children with disabilities; dual eligibles; certain other aged and 
disabled individuals in need of long-term care; and adults and children with special 
needs. 

Regarding Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) 
services, our guidance to States issued on March 31, 2006, makes it clear that 
States that choose to offer benchmark plans must provide EPSDT to all eligible chil- 
dren. 

I look forward to working with you to improve health care for our most vulnerable 
populations and to implement these critical DRA provisions. Please call me if you 



108 


have further concerns or questions. I will also provide this response to the cosigner 
of your letter. 

Sincerely, 

Michael O. Leavitt 
Secretary 


o 



